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URING each annual session of the California 
Medical Association it is the duty of its Presi- 
dent to make an address. In compliance with that 
duty, I shall endeavor to inform you concerning 
the accomplishments of the Association during this 
year past together with our failures and shortcom- 
ings. Also, to outline for you my own and our of- 
ficers’ suggestions concerning our future program. 
The past year has been a transition year from 
war-time tension and work to peace-time activities. 
Many of our colleagues have returned from mili- 
tary duty and have reestablished themselves in 
private practice. The teaching universities and the 
California Medical Association have cooperated 
generously and effectively in providing post-grad- 
uate and refresher courses for our returned veteran 
physicians. 
California, with a population of nine and one- 
half million persons, has confronting it many prob- 
lems concerning the private practice of medicine 
and the public health of its citizens. If population 
analysts are correct, by 1960 the state will have a 
population of fifteen million. This rapid increase 
will mean that our state will develop into an indus- 
trialized society instead of an agricultural one. 
These changes will increase our problem with ref- 
erence to the control of disease from the standpoint 
of private practice and public health. 


During the past year, the medical profession in 
this state has again been faced with a distinct legis- 
lative threat of socialized or political medicine. 
This move on the part of the social planners, job 
creators and politicians is directly contrary to our 
concept of American democracy and the thoughts 
behind the founders of our country in the promul- 
gation of the Constitution of the United States of 
America. The thought has, unfortunately, been by 


* Address of the President, California Medical Associa- 
tion, delivered before the Seventy-sixth Annual Session, 
April 30, 1947, Los Angeles. 


propaganda instilled into the minds of our citizens 
that a generous government must care for all of 
us from the cradle to the grave. The regimentation 
of the profession of medicine and its allied profes- 
sions which would result from the socialization of 
the state or federal government from a medical 
standpoint would be contrary to all ideas of Amer- 
ican freedom of action and enterprise. It would 
lead inevitably to totalitarianism and communism. 
The reasons for such a statement are many; one or 
two will suffice. 

First: The acceptance of political medicine by 
our legislators and the public is a first step in our 
loss of individual rights —a step toward definite 
control of the daily lives and work of our citizens 
which must lead to federal and state control of all 
other professions and businesses. It seems fantastic 
that a people such as ours should ever seriously 
consider such proposals. However, many organiza- 
tions and groups, by superb salesmanship, stressing 
security and distribution of services, are fostering 
such a system of medicine. When a government by 
law decides what physician a citizen may have, 
how much that physician may charge him and 
what kind of treatment he may have, that govern- 
ment will soon decide what all other trades and 
professions may do, in a similar manner. This 
would lead us into a nation of people looking to 
our state or federal government for guidance and 
sustenance in all phases of life itself. 

Second: The statement that socialized medicine 
will provide better care than at present is based on 
false premises. In fact, from actual statistics and 
information from all the areas where state or fed- 
eral medicine has been in force, it is definitely 
proven that good medical care such as we have is 
not possible under such conditions. State control 
and compulsion will absolutely lower the quality of 
medical care. Such control would not be econom- 
ical. In this state to render good medical care to 
all the people would cost at least $600,000,000 to 





278 CALIFORNIA MEDICINE 


$700,000,000 yearly under the guise of a bill pur- 
porting to provide relief from the cost of cata- 
strophic illnesses for the individual. The public is 
promised things that cannot be provided due to 
lack of hospital and other facilities. The medical 
profession has been accused of trying to frighten 
the people of California when it has said that pro- 
posed legislation in our state is economically un- 
sound, medically dangerous and cruelly misleading 
in promising to do things that cannot be done. 


These bills have been proposed in California due 
to the supposed medical neglect that exists and be- 
cause the proponents claim that thousands of per- 
sons in this state suffer medically because a physi- 
cian cannot be obtained or afforded. I have not 
been able to authenticate cases of neglect in Cali- 
fornia. In fact, very recently in one of our populous 
counties, the County Medical Association ran a 
half page newspaper advertisement for four days, 
requesting that any one in that area who could not 
obtain medical services because of inability to pay 
or lack of facility, call the Society. Only three 
legitimate calls were received and direct evidence 
here proved that there was no such medical neglect 
or need. There may be, but I doubt it, a few places 
in our state where medical care is unavailable. A 
very small percentage of people live more than 20 
to 30 miles from a hospital. The physicians of this 
state have never denied care to the indigent or low 
income group. The physicians of this state are 
rendering millions of dollars of charity care to the 
indigent of California. This has been long one of 
their contributions to the aid of the needy for 
which they have not had full recognition. 


I would add, however, that there are some things 
that the medical profession of this state can do and 
is doing to help improve the health of our people. 
We do need increased public health facilities in 
many areas where even rudimentary health services 
are not now available. We need to solve and are 
helping solve more efficiently the problems of 
tuberculosis, cancer and heart disease, the chronic 
conditions which cause more morbidity and mor- 
tality than all other illnesses. We have responsibil- 
ity as citizens as well as physicians. We have ex- 
pressed ourselves in no uncertain terms against 
legislative proposals designed to saddle the people 
of California with compulsory health insurance. We 
will be guilty of doing less than our duty if we do 
not give full support to putting into effect construc- 
tive services which we know to be useful in pre- 
venting and controlling disease among the citizens 
of California. 

As the California Medical Association and as 
physicians living in California communities, we 
are, therefore, concerned with community condi- 
tions that determine. the standard of living of a 
family—its housing, food and environmental con- 
ditions which govern, among other things, the 
purity of water supply, disposal of sewage and 
garbage, and the inspection of food supplies. We 
must be sure that every community in California 
has the six basic public health services which both 
urban and rural areas need to give us effective 
public health control. 

The control of environment protects the health 
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of people as we have already mentioned. There are 
other conditions relating to public health and well- 
being with which we are concerned. We must pro- 
tect the health of our children and our mothers 
through immunization against communicable dis- 
eases, through pre-natal clinics and through child 
health conferences. Nor can we ignore the need for 
control of other communicable disease, including 
tuberculosis and venereal diseases. We need public 
health laboratory facilities and services to assist the 
health department, the practicing physician, hos- 
pitals and other persons and agencies contributing 
to public health. The collective analysis and inter- 
pretation of statistics derived from the registration 
of births, deaths and the incidence of disease is 
absolutely necessary to the health of the people of 
our state. Early recognition and treatment of dis- 
ease is basic to good health, and an educational 
program aimed at widespread understanding of the 
principles and practices of personal hygiene and 
community health protection is included among 
these basic minimum services. Current legislative 
measures insuring these public health services 
should be given our support as citizens. 


NEED FOR HOSPITALS 


World War II gave us immense gains in insight 
into the relation between fear, anxiety and health. 
We must, both as practicing physicians and as com- 
munity leaders, relate this knowledge to planning 
for California’s future. “Mental hygiene” is no idle 
phrase. 

Increased emphasis must be given to securing for 
each community adequate hospital facilities and 
full utilization of these facilities. Construction of 
hospitals is a vital need in California. Preliminary, 
conservative, estimates indicate that we need 17,000 
additional beds. Federal legislation has set up a 
program for providing hospital facilities on a na- 
tional basis, which our state and national Medical 
Association have joined with other health agencies 
in supporting. Our present legislature has before it 
measures which will permit a long-range hospital 
building program for California. We cannot con- 
sider that we have accepted our full responsibility 
for the task we have set ourselves as medical ad- 
visers to the voters of our state unless we give sup- 
port to this essential legislation. 


The need for adequate hospital facilities is the 
core of our disease control program. We cannot 
reduce our tuberculosis death rate without in- 
creased provision of beds. The California Medical 
Association has given immeasurable service to the 
cancer control program in this state, in sponsoring 
it and in working closely with the State Department 
of Public Health. Hospital beds for the care of the 
chronically ill is an inevitable part of this program. 


We carinot move forward in our crusade to pre- 
vent heart damage and death to California’s chil- 
dren from rheumatic fever and rheumatic heart 
disease ‘until we can be assured of a sufficient num- 
ber of beds in which to give these children the 
long-term convalescent care which can protect their 
hearts. 

The cost to communities is not reduced by ignor- 
ing these needs—it is increased—and furthermore, 





May, 1947 


we pay. our money for poor health and hopeless 
chronic situations rather than making our dollars 
serve the future. Short-sighted policies and failure 
to maintain preventive services—in short, failure 
to put into effect our knowledge of disease control 
—are far more costly than the maintenance of good 
services. Both physicians and their patients have 
benefited wherever good public health services have 
been maintained. 

The need for additional hospital facilities in 
California is severe. There is an acute shortage of 
1,500 to 2,000 beds and an overall need for ap- 
proximately 17,000 additional beds. To build the 
necessary hospitals would cost $200,000,000 at 
least. Cooperation of all agencies—the medical pro- 
fession, state and federal governments and private 
citizens—will be desperately needed to meet this 
demand. The profession is striving sincerely to 
solve this problem. 

In the past the California Medical Association 
has done its best by every: method possible to edu- 
cate Californians to the value of voluntary medi- 
ciixe in contrast to political or compulsory. It has 
found the public receptive to the plan of voluntary 
prepaid medical services; the response has been 
convincing. The membership in California Physi- 
cians’ Service, our own plan, has increased from 
about 160,000 beneficiaries to approximately 500,- 
000 in one year. This does not include the persons 
who have bought health policies of various types 
from private insurance agencies. Blue Cross Hos- 
pital plans now cover 600,000 in this state. 

The medical profession admits that this does not 
solve all our medical problems of distributions and 
service—nor does it claim that all other economic 
problems in our state have been solved, such as 
proper housing, proper food, clothing, shelter, and 
recreation for all our citizens. One thing has been 
proven, however, and that is that people are more 
and more wilting to take some initiative themselves 
in providing readily available catastrophe care for 
themselves on a free, voluntary basis. 

This fact proves also that the people of the. state 
are not yet ready to put the burden of the greater 
part of their medical bills on the employer and the 
state. California Medicine has been and is meeting 
the challenge of political medicine head on. It is 
not unmindful of the shortcomings of our present 
system in medicine as in many other fields. The 
physicians of California are going forward in re- 
search and planning, in investigation and in work 
looking to the future improvement of health of our 
citizens; and this is being done without govern- 
ment subsidy or compulsion. 

At this time I would like to pay tribute to our 
legislative committee and its alertness in providing 
us with proper information concerning the 400 
bills relating to public health which have been 
scheduled to come before the current legislature in 
Sacramento. No words of mine can be used that 
would express adequately my commendation. By 
the teamwork of our whole membership, I know 
that only progressive measures will be adopted, 
which will go a long way in helping solve our 
present medical problems. 


The medical profession of California is not un- 
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mindful of its responsibilities. It feels, however, 
that the medical care problems of this state can 
only be solved on a voluntary, cooperative basis. 
The physicians of this state know that any job of 
this type that the state tries to do, private enter- 
prise can do better. 

Medical men in California have accepted and are 
facing the challenge of providing, under American 
principles of non-compulsion, better medical care 
than that offered by any state in the United States. 
They do not want second-rate things. The citizens 
of this state do not want inferior care and regimen- 
tation when it affects their lives and health. 


REVIEW OF ACCOMPLISHMENTS 


So, in summarizing I may point to the following 
definite accomplishments during the past year: 

1. The public demand for compulsory health in- 
surance has sharply decreased in California. The 
Governor’s 1947 program is not and has not been 
receiving such a measure of support as was given 
two years ago—and the legislature is not in the 
mood to support such legislation. 

2. The California Medical Association’s attack 
on the evils of compulsory health insurance has 
proven effective in that the proponents of the pro- 
gram have been making strong efforts to disclaim 
the word “compulsory” and are avoiding the terms 
“socialization and regimentation of medicine.” The 
bills of 1947 are defensively and deceptively writ- 
ten and presented. 

3. A great majority of organized public opinion 
is now on record against compulsory health insur- 
ance. More than 200 civic organizations, including 
most of the larger and outstanding civic groups in 
the state, have already adopted resolutions con- 
demning such legislation. 

4. Press opposition to the socialized medicine 
program has greatly increased. There are now more 
than 400 newspapers in the state which have an- 
nounced their opposition to such legislation. In 
favor of compulsory health insurance there are at 
present only about 20 newspapers, indicating the 
weakness of such support. 

5. The phenomenal growth of voluntary health 
systems during the past year has done much to re- 
move the cause of agitation for compulsory health 
insurance. More than 1,000,000 additional persons 
were insured in 1946 by the more than 100 various 
voluntary plans active in California, and the total 
now covered is well over 4,000,000. C.P.S. mem- 
bership increased from 179,000 to 419,000 and the 
number covered by the Blue Cross plans increased 
from 350,000 to 610,000. 


6. During the year 1946 the California Medical 
Association has sponsored a 12-month campaign to 
make California “health insurance conscious” and 
this has been a prime factor in the growth of the 
voluntary systems. “Voluntary Health Insurance 
Weeks” have been held in 34 counties and five 
additional counties will be covered by July: 1. 

7. Public interest in a prepaid budgeted medical 
care plan has been stimulated by radio and news- 
paper advertising informing the public that a 
remedy for the medical care problem is available 
without resort to any form of socialized medicine. 
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This has been an effective answer to the criticism 
that physicians are doing nothing about the prob- 
lem. Newspaper advertising has appeared in 450 
newspapers in 34 counties. A California Medical 
Association sponsored radio program, “California 
Caravan,” broadcast weekly over Mutual Network 
discussing the merits of voluntary prepaid health 
insurance, has had a listening audience of half a 
million people. 

California Medical Association’s aggressive, mili- 
tant program has been a vital factor in a successful 
attack against political medicine. However, we 
must give credit to other factors which have aided 
us, among them the swing of the pendulum against 
regimentation and public controls as reflected in 
our recent congressional election trends and favor- 
able economic trends. These trends may not con- 
tinue indefinitely and if economic lags and depres- 
sions come along, we may expect sharp recur- 
rences of demands for political medical cure-alls. 

Public education must be continued on a long 
term basis, and if our objective of providing proper 
medical care on a voluntary basis in this country 
is gained I believe that we should recommend: 
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1. Capitalizing on our tremendous gains made in 
voluntary health insurance coverage with a goal of 
at least one million additional members during 
1947, or in two years a goal of four to six million, 
which would approximate the number covered 
under the proposed compulsory systems. 

2. Broadening of newspaper and radio adver- 
tising campaigns to inform every California citizen 
of the availability and merits of voluntary plans. 

3. Continuation of the “Voluntary Health Insur- 
ance Weeks” so as to clinch the sales in all local 
communities. 


4. Extension of aid to all County Medical So- 
cieties in establishing a sound public relations pro- 
gram, striving to inform the citizens of the state 
about the part that local physicians play in meet- 
ing community problems and what they are doing 
to take the economic shock out of illnesses. 


The physicians of California, to do these things, 
must be vigilant and prepared. They must assume 
their responsibilities as citizens and physicians 
looking toward community betterment and im- 
proved health under a system which has made this 
the healthiest and greatest nation in the world. 


The Increasing Importance of Q Fever Infection* 


GARNETT CHENEY,+ M.D., San Francisco 


() VEENSLAND fever, or Q fever, as it has come 
to be known, has been considered a rare and 
relatively remote rickettsial infection, obscure as to 
the mode of contagion and bizarre in its clinical 
manifestations. The total number of cases which 
have been studied is less than 200, nearly all in 
Australia, and they may be classified in four gen- 
eral categories. The first of these is the series of 
cases in Queensland, 176 in number, discussed as 
a group by Derrick in 1942.8 The second is the 
small group of five infections, two in ticks and 
three in patients, observed in Mantana between 
1938 and 1941 and reported rather incompletely in 
three separate articles.* 1° 1? The third is the labo- 
ratory outbreak in 15 patients, one of whom died, 
at the Institute of National Health, Bethesda, Mary- 
land.!-13 And the fourth category includes a series 
of cases in the Western United States diagnosed 
and reported solely on the basis of positive sero- 
logical studies on sick or convalescent individuals.’ 

Up until last year (1945), our total knowledge 
of the clinical manifestations of the disease, Q 
fever, was based on these four sources, so that it 
may readily be seen that the average physician in 
the United States would have had no direct concern 
with the disease and might well have considered it 
just one more medical curiosity. Such an opinion 


* Read before the Section on Public Health at the 
Seventy-fifth Annual Session of the California Medical 
Association, Hotel Biltmore, Los Angeles, May 7-10, 1946. 

+ Clinical Professor of Medicine, Stanford University 
Medical School, San Francisco, California. 


would have been supported by the fact that cer- 
tain well established characteristics of rickettsial 
diseases, such as occur in various forms of typhus, 
and in the Rocky Mountain Spotted Fever (R.M. 
S.F.G.) group of tick-borne infections do not occur 
in Q fever. The cardinal differences may best be 
shown as follows: 

Typhus and 

R.M.S.F.G. Q Fever 
Very rare 
Uncommon 
Negative 


. Rash 
. Leucocytosis 
. Weil Felix Test 


. Extra cellular 
forms of 
rickettsiae 


. Filterable form 
of rickettsiae 


. Mortality 


Common 
Common 
Positive 


None Common 


Occur 
Low (about 2%) 


None 
May be high 


IDENTIFIED IN NEW LOCALITIES IN 1945 


However, in 1945, Q fever passed from a limited 
orbit of concern to the broad sphere of ‘world-wide 
interest when it was identified in three new locali- 
ties: the Panama Canal Zone, Italy and the Bal- 
kans.’* In each instance the presence of Q fever 
infection was not believed to be due to a chance 
importation. Rather, it was considered as due to 
an endemic focus, long present, but only just 
brought to light by the increase in diagnostic 


* Subsequent to the presentation of this paper, Q fever 
was reported in Texas in the Public Health Reports for 
May 31, 1946. Vol. 61, p. 784. 
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facilities contingent upon World War II medical 
conditions. As the writer is familiar, first-hand, 
with the identification of the infection in Panama,! 
which was the first area discovered in Latin Amer- 
ica, the exact circumstances which led to proving 
the presence of the disease should be _ briefly 
considered. 


Of first importance was the fact that a tropical 
fever, clinically resembling a rickettsial infection 
of the Q fever type, had been recognized in this 
area for years but adequate diagnostic studies 
necessary for its detection had never been carried 
out. Of equal importance was the fact that primary 
atypical bronchopneumonia or virus pneumonitis 
of unknown etiology occurred commonly, and con- 
sequently offered an excellent opportunity to study 
the cause of this baffling problem in the tropics. 
In a diagnostic survey of this condition which in- 
cluded guinea pig inoculation studies, the first case 
of Q fever was encountered in a soldier who had 
not been out of the Canal Zone in many months. 
Not only were the rickettsia recovered after animal 
inoculation and a strongly positive complement 
fixation test secured on the patient’s blood serum, 
but subsequent immunization and neutralization 
tests carried out at the National Institute of Health 
at Bethesda, Maryland, proved the identity of the 
Panamanian strain of Q fever rickettsia and the 
American strain in the United States. The splendid 
collaboration of the United States Public Health 
Service in this work greatly facilitated the complete 
diagnostic studies necessary to establish beyond a 
doubt the presence of Q fever in Central America. 


With the establishment of new and widely sepa- 
rated foci of Q fever infection, its increasing im- 
portance to the medical profession is obvious. It 
seems certain that the presence of this disease will 
soon be detected in other new localities as our 
knowledge concerning it grows and as modern 
diagnostic tests are applied more widely. Because 
of the mounting interest in Q fever, a review of 
the little-known facts in regard to its origin and 
transmission are of paramount importance today. 


HISTORICAL 


The first published accounts on Q fever came 
out just ten years ago when Derrick reported the 
clinical findings in nine patients, all of whom were 
slaughter-house workers,® and Burnet and Freeman 
reported their laboratory studies showing that the 
infection was rickettsial in origin.2 They demon- 
strated the febrile response ot guinea pigs follow- 
ing the injection of patients’ blood, the develop- 
ment of a specific immunity in these guinea pigs, 
and the presence of rickettsia in the livers and 
spleens of mice inoculated with infected guinea pig 
tissue although the infection transmitted to mice 
was unapparent clinically. The next year, 1938, 
specific serum agglutination tests were reported by 
the same authors in the Medical Journal of Aus- 
tralia2 This same journal contained a series of 
articles on Q fever in 1939. A number of articles 
also appeared on this subject in the Australian Jour- 
nal of Experimental Biology and Medical Science 
between 1938 and 1942. The name Rickettsia 
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burneti was accepted for the specific type of rick- 
ettsia causing Q fever infection. 


In December, 1938, Cox reported the identifica- 
tion of Q fever infection in ticks in Montana.® This 
infection occurred in a filterable virus form. At the 
same time Dyer described the first patient in the 
United States (Montana) with the disease, Q 
fever.!° In 1940 the laboratory outbreak of Q fever 
at the National Institute of Health was described 
in the U. S. Public Health Reports. Fifteen indi- 
viduals were affected and all had pneumonitis. It 
was noted that the laboratory workers who con- 
tracted the disease were in different parts of the 
building and some were not even in direct contact 
with the experimental studies which were in prog- 
ress. Since then, the same journal has carried a 
series of articles dealing with the cultural charac- 
teristics, immunology and epidemiology of the dis- 
ease. In the last five years a few articles have ap- 
peared in other medical journals, including a report 
of two additional American cases occurring in 
Montana in 1941.!? 


Q FEVER INFECTION IN ANIMALS 


In seeking an animal source of infection, it was 
soon found that a small bush animal in Queens- 
land, the bandicoot, /scodon torosus, served as a 
reservoir for Rickettsia burneti. On Moreton Island 
34 per cent of the bandicoots showed positive serum 
agglutination tests for Q fever. Rickettsia were re- 
covered from ticks removed from bandicoots. Three 
other marsupials and seven species of rodents 
proved susceptible to laboratory infection. Two 
species of rats showed positive serum agglutina- 
tion tests.§ 


The demonstration that approximately 1.5 per 
cent of 984 cattle tested in Queensland showed 
positive serum agglutination tests for Q fever, and 
that calves were susceptible to laboratory infection 
proved of great epidemiological significance; be- 
cause, aside from laboratory workers, nearly all 
cases of human infection have been described in 
either slaughter house or dairy workers whose oc- 
cupation brought them in contact with cattle, alive 
or dead.® 


Q FEVER INFECTION IN TICKS 


A tick, Haemaphysalis humerosa, is commonly 
found on bandicoots and probably serves as a 
natural host for Rickettsia burneti, as it may be 
found in large numbers in the epithelial cells lin- 
ing the intestinal canal and in the intestinal lumen 
of these animal parasites. These ticks could readily 
be infected in the laboratory in every instance 
when they were allowed to feed on guinea pigs 
previously inoculated with Q fever, and they can 
in all stages transmit this infection to guinea pigs. 
Hereditary transmission in these ticks has not been 
proven. Haemaphysalis humerosa attacks small 
animals only and is found on other animals than 
the bandicoot, including the opossum. Another 
tick, the scrub tick, Jxodes holocychus, is also an 
ectoparasite of the bandicoot and is a host for Q 
fever rickettsia. However, unlike Haemaphysalis, it 
attacks not only small animals, but also cattle and 
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man. At least three other ticks parasitic to small 
animals may harbor Rickettsia burneti. 

Also, a common cattle tick, Boophilis annulatus, 
can take up Q fever rickettsia from calves and re- 
tain them for months. They are present in its feces, 
where they have been shown to remain infective 
for as long as 87 days. Two other common cattle 
ticks can also act as vectors, and a kangaroo tick 
is known to be susceptible to laboratory infection. 


PRESENT CONCEPT OF HUMAN INFECTION 


In Queensland it is evident that the bandicoot 
acts as a reservoir for Q fever infection and that 
a tick acts as a vector to complete the basic cycle 
of infection from bandicoot to bandicoot. Another 
tick acts as a vector between bandicoots and cattle 
and probably man. In only a few instances has a 
history of tick bites preceded the development of 
Q fever in humans. It is presumed that an indi- 
vidual is directly infected by the tick only when 
feces are first dropped on the skin and the tick 
then breaks the skin through the fecal deposit, 
thereby introducing rickettsia into the blood stream. 

It is commonly believed at present, although not 
proven, that most humans are infected by dry tick 
feces containing viable rickettsia and that this ma- 
terial is inhaled as dust. It might cause infection 
by contact with an abrasion in the skin. The portal 
of entry by inhalation would best explain the wide- 
spread but irregular infection in the abattoirs and 
the repeated laboratory outbreaks which have oc- 
curred, often involving personnel not directly con- 


nected with the experimental work. A similar mode 
of infection may also be responsible for certain 
virus infections, such as ornithosis. 


DIAGNOSTIC STUDIES 


Accurate diagnosis of Q fever has heretofore 
been retarded for certain very definite reasons. 
First, the epidemiological and clinical features of 
the disease have not been widely known among 
practicing physicians and consequently satisfactory 
diagnostic criteria have not been applied. Second, 
animal inoculation studies to determine the etiology 
of the disease are laborious and require technical 
skill which is frequently not available. Third, be- 
cause the antigen for serum agglutination tests and 
complement fixation tests has not been available for 
general use, these tests have not been practical 
clinical procedures. Fourth, laboratories in Aus- 
tralia and the United States which have carried out 
experimental and diagnostic studies dealing with 
Q fever have had serious laboratory infections, in- 
capacitating their personnel, greatly handicapping 
the studies. 

Although a definite diagnosis of Q fever cannot 
be made from the clinical findings alone, the pres- 
ence of this infection may be suspected in cases of 
atypical bronchopneumonia (virus pneumonitis) of 
unknown etiology and similar febrile illnesses un- 
accompanied by pneumonitis.* At present, unless 
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facilities for guinea pig inoculation studies are 
available, a positive diagnosis of Q fever infection 
can only be made from serological studies. The re- 
sults of such studies will usually come too late to 
be of value during the course of the acute illness, 
which usually lasts seven to ten days, as the agglu- 
tination and complement fixation tests are not 
clearly positive until the second week after onset 
of the disease. However, serum may be forwarded 
to the National Institute of Health at Bethesda, 
Maryland, for these serological tests, and positive 
results will establish the identity of the infection. 


SUMMARY 


1. The incidence, certain historical aspects and 
the epidemiology of Q fever infection have been 
reviewed. 

2. The presence of the etiological agent, Rick- 
ettsia burneti, which causes Q fever has recently 


- been reported from Panama, Italy, the Balkans and 


Texas where it has caused “virus pneumonitis” 
infections. 


3. As Q fever is now known to be widely spread 
throughout the world, and as serological tests satis- 
factory for diagnosis have been developed, this in- 
fection assumes an increase in clinical and public 
health importance since its discovery ten years ago. 
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The Treatment of Malignant Melanoma — 
Report of 862 Cases* 


GeorceE T. Pack, M.D., New York, S. L. Perzix, M.D., Los Angeles, AND 
IsaBEL M. ScHARNAGEL, M.D., New York 


THIS report embodies our experience on the 

Mixed Tumor Service of the Memorial Hospital 
for Cancer and Allied Diseases of New York City 
from 1917 to 1946. We reviewed 951 cases of 
malignant melanoma, of which 862 were available 
for critical analysis and 595 for determination of 
five-year end-results. 

The term melanoma is used to designate the 
malignant tumor. We have discarded synonyms 
which are morphologic or genetic in purpose. Pig- 
mented nevus or neuronevus is used to designate 
the benign precursory lesion rather than the con- 
fusing term, benign melanoma. The analysis is con- 
fined entirely to the malignant tumor, melanoma. 


ETIOLOGY AND INCIDENCE 


More than 50 per cent of our patients related a 
history of pre-existing nevus. The early signs of 
malignant degeneration were alteration in color, 
increased blackness, elevation, itching, pain or 
bleeding. 

Trauma was alleged to have initiated these 
changes in not over one-fifth of the cases. Even this 
was a doubtful factor in most instances as the 
trauma appeared to be insignificant and probably 
served only to focus the patient’s attention to a 
pre-existing nevus which was already beginning to 
show malignant change. Chronic irritation, as in 
the collar or belt-line, or from a shoe, on the other 
hand, should be given serious consideration as a 
possible stimulant. 


Table 1 reveals the incidence of various primary 
sites in this series. It shows that there was a pre- 
ponderance of involvement of the lower extremity 
as compared with the upper extremity, whereas the 
incidence of pigmented nevi is exactly the opposite. 
Also it discloses that the feet are a common site, 
almost as many occurring there as in the entire 
upper extremity. The nail bed is a favorite location. 
The group of 13 ano-rectal melanomas is probably 
the largest single collection as yet reported. The 
oro-nasal mucosal series represented about 3 per 
cent of all of our cases—about equally distributed 
in the gums, palate, nasal cavity and paranasal 
sinuses. There were 29 malignant melanomas of 
the vulva and two in the vagina. We found no 
primary visceral melanoma, all of our cases being 
confined to the skin, the mucocutaneous junctions 
and adjacent mucosa, and the eye (choroid and 
conjunctiva). 


* Read before the Section of General Surgery at the 
Seventy-fifth Annual Session of the California Medical 
Association, Los Angeles, May 7, 1946. 

From the Mixed Tumor Service, The Memorial Hos- 
pital for Cancer and Allied Diseases, New York, N. Y. 


TABLE 1.—Primary Site of Melanoma from 1917 to 1946 


The Memorial Hospital for Cancer and Allied Diseases, 


New York, N. Y. 
Site 
Lower Extremity: 


Exclusive of feet 
Feet, exclusive of nails 
Subungual 


Head and Neck 
Trunk 
Upper Extremity: 


Exclusive of hands 
Hands, exclusive of nails 
Subungual 
Eye 
Vulva and Vagina 
Oro-Nasal Mucosa: 
Lip 
Gingivae 
Palate 
Paranasal sinuses 


Rectum and Anus 
Genitalia, Male 
Unknown Primary Site 


Per Cent 


Distribution according to site is based upon 851 cases, 
since the site was not stated in 11 of 862 cases reviewed. 








Chart I reveals that the cases were almost equally 
divided between the sexes, not only as a group, but 
also in the various age-grouwps. The majority of 
cases appeared in the 35- to 70-year period. The 
youngest patient was four months, the oldest, 86 
years. There was a female preponderance in the 
extremities and ano-rectal area, but this was not 
significant. 


There was a series of 15 patients of prepubertal 
age who had tumors histologically classified as 
malignant melanomas. Although the microscopic 
appearance of these pigmented tumors is so iden- 


MALES-432 FEMALES-430 


Age ——> 10 20 30 40 50 60 70 
Puberty 


Range-4 month to 86 years 
NO AGE GROUP DIFFERENCE IN SEXES 


80 86 


Chart I.—Age distribution in 862 patients with melanoma, 
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tical with their congeners of adult life that pathol- 
ogists cannot distinguish between them, their be- 
havior is not in keeping with their anatomical 
structure. None of these melanomas metastasized 
and all of the patients have survived indefinitely. 
It must be accepted that this tumor has a most 
definite etiologic relationship to hormonal factors 
originating in pituitary, gonads and adrenal cortex. 
Inasmuch as the behavior of this tumor is so 
benign and the prognosis is so good, it would be 
well to classify it separately as prepubertal melan- 
oma. One important conclusion to be drawn from 


Figure 1.—Melanoma’ of skin of left upper abdominal 
wall in a mulatto male with satellite and left breast skin 
lesions and metastases to left axillary lymph nodes. 


Figure 2.—Showing the very extensive area remaining 

for skin grafting following a very radical excision “in 

continuity” of the involved skin and underlying fascia, 
combined with a radical mastectomy. 
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this observation is the wisdom of removing deeply- 
pigmented moles in infancy and childhood. 


Only ten (1.2 per cent) of the 862 patients with 
malignant melanoma were Negroes and the major- 
ity of these were mulattoes. Melanoma in the Negro 
seems to occur more commonly in the mouth, nail 
bed and on the soles of the feet. 


END-RESULTS OF TREATMENT 


Of our 862 patients, 552 or 64 per cent had re- 
current malanomas, i.e., had received: prior treat- 
ment elsewhere. All of these patients are included 
in our statistics. We have listed every patient with 
melanoma who reported to our clinic, regardless of 
whether they were beyond help through treatment, 
or did not return after the initial visit. 


In Table 2, it is evident that patients in the age 
group of puberty through 24 years had the poorest 
prognosis. The curability in these young adoles- 
cent patients was equivalent to about one-half of 
the over-all five-year salvage of 10 per cent. If we 
exclude the patients of the prepubertal age, the 
over-all five-year salvage would be about 9.5 per 
cent. There is no significant difference between the 
sexes. 

The five-year end-results by primary site are 
presented in Table 3. It shows that the best end- 
results were obtained for malignant melanoma in- 
volving the hands, feet, eye and skin of the trunk. 
It is realized with dismay that none of the patients 
with mucosal melanoma survived five years. Malig- 


TABLE 2.—Five-Year End-Results in 595 Cases of Melanoma 
In Relation to Age Groups 





Per Cent of 

r Total Five-Year 

Age Period Cases Survivals 
Prepuberty 100.0 

Puberty through 24 years 5.3 

25 through 39 years 8.2 

40 through 59 years ... 9.6 


60 years and over 10.0 





TABLE 3.—Five-Year End-Results in 595 Cases of Melanoma 
In Relation to Primary Site of Tumor 


Number Per Cent 


Site 
Lower Extremity: 
Leg, exclusive of feet 
Feet, exclusive of nails 

Subungual 
Head and Neck 
Trunk 
Upper Extremity: 
Arm, exclusive of hand 
Hand, exclusive of nails 
Subungual 
Eye 
Vulva and Vagina: 
Vagina 
Vulva 
Oro-Nasal Mucosa: 
Lip (muco-cutaneous) 
Gingivae 
Palate 
Paranasal sinuses 
Rectum and Anus 
Genitalia, Male 


Unknown Primary Site 
Over-all five-year survival-rate, 9.7 per cent; 
difference. 
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1935-42 


(288 cases) 233% 


140% 
10.3% 
5.3% 40% 
3 5 
Regional 


1917-34 
(353 cases) 


Years 3 


6.8% 
10% 
5 


Local 


Cnart II.—Three- and five-year end-results in the treat- 
ment of melanoma, in relation to the time period and the 
extent of the disease. 


nant melanoma of the extremities, exclusive of the 
hands and feet, yielded about one-half of the over- 
all survival rate of 10 per cent. 


Chart II offers a comparison of non-selected 
groups of patients with malignant melanoma treated 
by surgical excision and/or by radiation therapy. 
Before 1935, irradiation was the primary mode of 
treatment. The modalities employed were low and 
high voltage x-rays, telecurie therapy by a large 
radium bomb or pack, superficial radon plaques, 
and the interstitial deposition of gold radon seeds. 
In 1935 surgical measures were established as the 
primary therapeutic agent. We, therefore, have two 
groups of unselected cases suitable for comparing 
the results obtained with irradiation and surgery. 
For localized melanoma, the later surgical treat- 
ment secured five times the salvage for three years 
and 23 times the salvage for five years, than was 
obtained by primary radiation therapy. Whenever 
metastases to regional lymph nodes had occurred, 
the salvage at three years was nearly three times 
greater and at five years two and one-half times 
greater as a result of predominantly surgical treat- 
ment. It could be stated more simply and conclu- 
sively that radiation therapy of any type and degree 
was completely ineffective. 


In Chart III a comparison is shown between all 
of the patients treated by irradiation and by sur- 
gery, regardless of the time period. For localized 
melanomas, surgery yielded 38.4 per cent salvage 
at three years, as against 1.6 per cent for irradia- 
tion; and 17.7 per cent as against none for five 
years. The same proportionate increase in salvage 
is revealed in the treatment of patients with met- 
astases to the regional lymph nodes. Included in 
the analysis are 18 patients surviving from ten to 
seventeen years, all of whom had undergone sur- 
gical treatment, with or without irradiation. No 
patient was treated solely by irradiation. These pa- 
tients all had dissection of the regional lymph 
nodes and in seven patients the nodes were posi- 
tive for metastatic melanomas. 


The most important surgical principle. in the 
treatment of melanoma is wide and deep excision 
of the primary lesion. This is based on the known 
frequency of local recurrence after conservative 
surgical removal and the tragic development of 
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associated satellite lesions due to early permeation 
of the subdermal and deep fascial lymphatic chan- 
nels, with retrograde local metastases vertically 
back toward the skin along the connecting fibrous 
septa and centrifugally in the immediate vicinity 
of the local lesion. Regardless of the size of the 
primary melanoma, at least six to ten centimeters 
of skin border and a still wider circle of deep 
fascia should be removed en masse with the pri- 
mary tumor. The skin margins should be under- 
mined laterally as very thin, almost full-thickness 
flaps, so that the subcutaneous fat overlying the 
wider circle of fascia will be removed with it from 
the underlying muscles. In the majority of cases 
primary skin grafting is required to close the defect. 


If the regional lymph nodes are not palpable, 
the question of elective dissection of these node- 
bearing regions depends on many factors, such as 
the location of the primary melanoma, the his- 


Surgical 
(275)cases 


U 


Radiation 
(179) cases 
Y 
W 6% None 1.6% 


Years 3 5 3 5 
Local Regional 


15.6% 


None 


Chart III.—Three- and five-year end-results in the treat- 
ment of melanoma, in relation to type of treatment and 
the extent of the disease. 


tologic picture, the age of the patient, and the abil- 
ity of the patient to return for regular follow-up 
examinations. If the regional lymph nodes are posi- 
tive for metastatic melanoma, they are removed by 
radical dissection about two weeks later, or pref- 
erably “in continuity” at the time of the initial 
operation. 


The operation which we call “wide excision of 
the local melanoma with radical dissection of the 
regional lymph nodes in continuity” is based on 
the soundest oncologic principle as yet evolved. It 
is the same principle as the one underlying the 
operation of radical mastectomy for cancer of the 
breast and the one-stage Miles operation for cancer 
of the rectum. It is an attempt to remove the pri- 
mary melanoma and all of its lymphatic drainage 
basin, including the first group of regional lymph 
nodes, en masse. Unfortunately, this is not always 
possible in cases where the primary lesion is at a 
great distance from the regional nodes, as in the 
hand or foot. In these cases one may have to per- 
form a very radical procedure as an interscapulo- 
thoracic amputation of the upper extremity, remov- 
ing the scapula and most of the clavicle while en- 
compassing the entire axilla. In the lower extremity 
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for primary melanoma of the foot metastatic to 
inguinal and femoral lymph nodes, we resort to a 
hip joint disarticulation combined with a retro- 
peritoneal dissection of the iliac and obturator 


Figure 3.—-To illustrate the principle and scope of the 

excision and dissection in continuity of a primary mel- 

anoma situated on the temple with metastases to the 
cervical lymph nodes. 


Figure 4.—Photograph taken at operation. 
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lymph nodes. One of us (G.T.P.) has recently per- 
formed two hemipelvectomies for melanoma in 
which the innominate bone was removed, together 
with the lower extremity. 

Chart IV is based on too few cases in several of 
the categories, but is presented only because we 
feel it shows a definite trend toward greater sal- 
vage in keeping with the institution of more radical 
surgery. It reveals that the more radical surgery 
of local excision plus regional node dissection for 
localized melanoma offers a better three- and five- 
year salvage, and that the same applies to regional 
metastatic melanoma when comparing the “con- 
tinuity” operation with separate local excision plus 
regional node dissection. 


LR(E)} 176.5%) |72.7% os 
L -local excision 


LR(E)-local excision plus 
elective regional dissection 


LR-local excision plus 
regional dissection 


C-local excision plus regional 
dissection in continuity 


Cc 20% 
16.3% 
LR 17.9% 26 
15% 133% 
5 3 5 


Local . Regional 


Years 3 


Chart IV.—Three- and five-year end-results in the treat- 
ment of melanoma in relation to the type of surgical 
treatment and extent of disease. 


Figure 5.—The same patient ten days after the operation. 
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In the last two years, in 147 patients with malig- 
nant melanoma, we performed the “continuity” 
operation in 34 cases; 23 are still alive without 
evidence of disease and three are living with resi- 
dual melanoma. Of six patients undergoing radical 
amputations, four are living without evidence of 
disease, and two are alive with recurrent melanoma. 


SUMMARY AND CONCLUSIONS 


We have presented an analysis of 862 cases of 
malignant melanoma, of which 595 were available 
for five-year end-result study, with an over-all sal- 
vage of 9.7 per cent. Radiation therapy alone in 
all its forms and combinations has yielded no five- 
year survivals. Surgical attack has resulted in 38.4 
per cent three-year and 17.7 per cent five-year sal- 
vage for localized melanomas, and 18.7 per cent 
three-year, and 15.6 per cent five-year salvage of 
patients with melanoma metastatic to regional 
lymph nodes. In addition, we have presumptive 
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evidence of a trend toward greater saving of life 
by widening the scope of our radical surgical at- 
tack through the institution of one fundamental 
principle of cancer surgery, namely, the en masse 
excision of the primary lesion with its entire 
lymphatic drainage basin and the dissection of the 
regional nodes, “in continuity.” 
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Rupture of the Heart 


WaLtTeR W. ELtwoop,* M.D., San Leandro 


(ane failure is a condition which may kill 
a person instantly.? Such sudden failure may 
be due to a thrombosis of a coronary artery, rup- 
ture of the interventricular septum, rupture of the 
ventricles, or hypertension with myocardial failure. 
Myocardial infarction results from ischemic ne- 
crosis of heart muscle. The necrotic muscle is 
gradually removed and replaced first by open 
granulation tissue rich in vessels, and later by fully 
formed scar tissue. This scarring of necessity de- 
velops slowly from the periphery of the necrotic 
area, leaving a central area of flabby, necrotic tis- 
sue which has very little tensile strength. The weak- 
ened area may give way and bulge outward so that 
aneurysm of the heart is formed with marked thin- 
ning of the wall, and rupture may occur through 
the center of the necrotic tissue. Rupture of the left 
ventricle through a recent infarct is unusual* but 
may occur, particularly when the necrosis of the 
muscle is at its height and before significant :e- 
placement by scar tissue has taken place. It leads to 
very rapid death by cardiac tamponade, but if the 
tear is very small, bleeding may be so gradual that 
death is delayed for hours. 


Friedman and White® found ten cases of cardiac 
rupture in 270 instances of myocardial infarction 
among nearly 3,000 autopsies at the Massachusetts 
General Hospital. All were found in patients with 
acute infarction. However, in a series of cases of 
patients in mental institutions, Jetter and White® 
report an incidence of 73 per cent of rupture of the 


* Resident in Medicine, Fairmont Hospital of Alameda 
County. 


heart with cardiac tamponade in cases with recent 
myocardial infarction. In spite of the fact that rup- 
ture of the heart is not a rare condition, many phy- 
sicians and coroners still neglect to consider this 
condition as a cause of death, and are usually satis- 
fied with a customary diagnosis of coronary heart 
disease or hypertension with myocardial failure. 
This fact was admirably brought out by Simberg® 
and Levine? who pleaded for a more accurate ap- 
praisal of all sudden deaths attributed to heart dis- 
ease. Correct diagnosis can be obtained in only one 
way: all physicians and coroners should insist on 
postmortem examinations in every case of sudden 
death, and if no adequate cause is determinable by 
examination of the chest and abdomen, then the 
skull should be opened and the brain carefully 
examined. This will obviate the common practice of 
routinely signing a death certificate giving apoplexy 
or coronary occlusion as the cause of death. 
Rupture of the heart with or without classical 
signs or symptoms suggesting myocardial infare- 
tion is a condition which the general practitioner 
either believes does not exist or which is so rare 
that it can be overlooked entirely as a cause of 
sudden death. Yet, in cases of sudden death, post- 
mortem examination will not infrequently disclose 
a rupture of one of the ventricles through the area 
of a recent infarction. Clinical symptoms may be 
entirely lacking as in those cases of so-called “silent 
coronary.” That this condition is far from rare is 
evidenced by the following four case reports of pa- 
tients who died suddenly, with autopsy revealing 
rupture of the anterior surface of the left ventricle. 
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The four deaths occurred within a short period of 
time. 


Case 1.—An elderly, emaciated white male 81 years old 
entered the hospital in August, 1942, with a diagnosis of 
arteriosclerotic heart disease, senility, chronic bronchitis, 
and hemorrhoids. The hemorrhoids were treated by a series 
of injections with excellent results. Six months later the 
patient complained of bladder distress. Cystoscopy revealed 
a normal bladder. The only complaints in 1943 were blad- 
der distress and constipation. In 1944, internal hemorrhoids 
were injected. Signs of increasing senility appeared in 
1945, but otherwise the patient’s condition was fair until 
the night of March 28-29, 1946, when he was restless in 
bed. At 6:15 a.m. on March 29 the patient was found 
dead in bed. Autopsy revealed an old healed infarct in 
the left ventricle, and at the apex on the anterior surface 
there was a rupture of the myocardium 1 cm. in length 
with 200 cc. of blood in the pericardial sac. The kidneys 
showed chronic interstitial nephritis, the liver, chronic 
passive congestion. The lungs were anthracotic and there 
was minimal sclerosis of the aorta. Microscopic examina- 
tion revealed hemorrhage into and degeneration of the 
muscle fibers of the heart with a mixture of white blood 
cells infiltrated through all layers of the heart wall— 
findings typical of a recent myocardial infarction. 


Case 2.—This 81 year old white female fell in May, 1946, 
and received an intertrochanteric fracture of the left femur. 
Open reduction was done and a Neufeld pin inserted. The 
postoperative course was uneventful and the patient enter- 
ed this hospital June 12, 1946, for convalescent care. Ex- 
amination revealed an emaciated elderly female not acute- 
ly ill or in distress. Blood pressure was 200/130; pulse 88; 
respirations 20. The red blood cell count was 3,250,000 
with 58 per cent hemoglobin; white blood cell count 4,800 
with 71 polys, 22 lymphocytes, 5 monocytes and 2 baso- 
philes. There were a few stippled red cells. The Kline 
was negative. X-rays showed good alignment of the bony 
fragments, with the Neufeld pin in place. The anemia was 
treated with ferrous sulphate, but because of a resultant 
diarrhea it had to be discontinued. Treatment consisted 
of active and passive movements of the left leg, bed rest 
and nursing care. The patient’s progress was excellent 
until the night of July 2-3 when she became very restless 
and got out of bed three times but was returned to bed 
each time with no complaints. A short time later, at 5:40 
a.m. on July 3, 1946, the patient was found dead on the 
floor beside her bed. Autopsy revealed a rupture 3 cm. 
long in the anterior surface of the left ventricle with 
hemopericardium. The aorta and aortic valve showed ather- 
osclerosis. The coronary arteries were sclerosed but patent 
at the ostia and there was evidence of a recent myocardial 
infarction. 


Case 3.*—A 49-year-old white male who entered the 
hospital on April 14, 1946, had had many previous ad- 
missions for supracondylar amputation of the left leg, 
neurolysis of the left sciatic nerve and phantom pain in 
the left lower extremity. He walked on crutches and 
worked as a barber in the hospital barber shop. On May 
31, 1946, he complained of intermittent precordial pain, 
vomited three times and stated that the pain was equally 
severe in both arms. His temperature was 99.2, pulse 82, 
respirations 20. There were no rales in the chest, but in- 
creased breath sounds and dullness were noted in the lower 
left lung field and at the right lung. Examination of the 
heart revealed frequent extrasystoles but no murmurs. A 
diagnosis of bronchio-pneumonia of the left lower lobe 
was made, the patient was put to bed and a course of sul- 
fadiazine was started. His condition improved rapidly, the 


* Dr. T. R. Stepman, Assistant Resident in Medicine, 
Fairmont Hospital, assisted the author in the clinical 
study and autopsy of Case 3. 
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chest pain disappeared and on the third day the patient 
was up and around and returned to his duties in the 
barber shop. An electrocardiogram taken June 13, 1946, 
showed a coving effect of the S-T segment in all leads. A 
diagnosis of recent coronary occlusion with evidence of 
myocardial damage was made. However, the patient in- 
sisted that he felt well, and he could not be kept in bed. 
At 1 p.m. on June 14, the author saw the patient walking 
on his crutches about the hospital grounds. Two hours 
later, the patient became very dyspnoeic, was cyanotic, 
and showed some twitchings of the body. He was pro- 
nounced dead at 3:10 p.m. At autopsy, both lungs showed 
marked passive congestion. The pericardium contained 
100 cc. of blood. All valves were normal. The aorta and 
both coronary arteries showed a moderate degree of 
atherosclerosis. On the anterior wall of the left ventricle 
there was an area about 2 by 2 cm. of thin, friable, bulg- 
ing heart muscle, the site of the recent infarction of May 
31. Below this area was a fresh infarct measuring 3 by 3 
cm. and consisting of hemorrhagic, friable, and bulging 
heart muscle. The center of this second area was separated 
for a distance of 1.5 cm. and a fresh blood clot extended 
through this ruptured area from within the ventricle out- 
ward into the pericardial sac. 


Case 4.—This 73-year-old white female entered the hos- 
pital on March 1, 1943, with a diagnosis of arteriosclerotic 
heart disease. Nine years previously a carcinoma of the 
cervix had been treated with radium. Just before admis- 
sion she underwent a vulvectomy for a Grade II squamous 


.cell carcinoma of the vulva, which was followed by a 


right cerebral vascular accident with resultant left hemi- 
plegia. During 1943 she had several minor convulsions 
which lasted a few minutes and then disappeared entirely. 
These convulsions recurred at long intervals during the 
next three years. In August, 1946, two small draining 
sinuses were found over the sacrum. The patient remained 
a nursing problem because of the old hemiplegia and the 
two draining sinuses. On October 10, 1946, she suddenly 
developed substernal pain which radiated to the neck. A 
diagnosis of angina pectoris was made, and appropriate 
treatment was started. Eleven hours later the patient was 
found dead in bed. Autopsy revealed a pericardium filled 
with 300 cc. of blood. In the anterior wall of the left 
ventricle there was a rupture of myocardium 1 cm. long, 
with two smaller pinpoint openings on each side of it. The 
rupture had occured in the center of a large area of recent 
myocardial infarction, the result of occlusive thrompu- 
in the anterior descending branch of the left coronary 
artery. The aorta and both coronary arteries showed 
atherosclerosis. 


COMMENT 


The first two cases disclosed rupture of the left 
ventricle due to a recent infarction, yet clinically 
no symptoms presented themselves. Therefore, the 
true diagnosis was established only by a careful 
autopsy examination. The third case wes most in- 
teresting in that a diagnosis of coronary insuf- 
ciency was made antemortem, yet the patient was 
asymptomatic and refused to stay in bed. Sub- 
sternal pain was absent and the patient was able to 
get around on his crutches and perform his usual 
duties as a barber. Then, 15 days later, the myo- 
cardium ruptured through an area of a second 
infarct below an already weakened part of the 
ventricle which showed a definite aneurysm of the 
heart wall. Case four also had antemortem coronary 
insufficiency and developed a rupture through the 
site of a new infarction. Examination revealed the 
scarred muscle of an old infarct. 
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SUMMARY 


1, Rupture of the heart following a recent myo- 
cardial infarction is a far from rare cause of acute 
cardiac failure. Signs and symptoms of the under- 
lying myocardial infarction are sometimes entirely 


lacking. 


2. Four cases are presented, in two of which no 
symptoms of coronary insufficiency were present. 
The other two cases gave a definite history of 
cardiac distress. In one case (Number 3) an area 
of rupture of the heart was noted in a new area of 
infarction 15 days after an earlier infarction had 
already weakened the heart muscle and produced 
an aneurysm of the heart wall. 


3. A plea of routine postmortem examinations is 
made in all cases of sudden death. This will obvi- 
ate the practice of routinely signing death certif- 
icates in these cases with the causes listed as 
apoplexy, coronary thrombosis, or heart failure 
due to hypertension. 


RUPTURE OF THE HEART 
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Respiratory Mold Allergy — A 12 Months Atmospheric 
Survey in San Francisco 


Witiram C. Dreamer, M.D., San Francisco, 


(CONSIDERABLE evidence of the importance of 

mold allergy in the etiology of some cases of 
asthma and allergic rhinitis has accumulated in 
medical literature. There are a number of clinical 
reports in which atmospheric contamination by 
mold spores has been shown to be a factor in pro- 
ducing allergic respiratory symptoms? *® 1° 11,12,14, 
These studies have chiefly incriminated two molds, 
Alternaria and Hormodendron. Not only have these 
two molds been the most frequent clinical offenders 
but they have usually been the most abundant nu- 
merically in atmospheric surveys made in various 
parts of the United States,’ ** 1!" 


The present study was undertaken because of the 
suggested importance of the problem and the pau- 
city of available data relating to the Pacific Coast. 
From a theoretical point of view San Francisco 
would appear to be a city where atmospheric mold 
spores might be found in abundance. An average 
annual rainfall of over 20 inches falling in the win- 
ter months and frequent fogs in the summer period 
give a rather damp climate. The temperature is 
usually moderate and rarely falls to freezing levels. 
Our object was to determine the type of mold spores 
present in the atmosphere and to obtain data on 
their relative frequency. 


From the Department of Pediatrics, University of Cali- 
fornia Medical School, San Francisco, and the Depart- 
ment of Biology, Mills-College, Oakland, California. 


AND HERBERT W. GRAHAM, Ph.D., Oakland 


METHODS 


Both the culture method and the slide method 
were used in this study. Standard size Petri dishes 
containing Difco Sabauraud’s medium were exposed 
twice a week for half an hour on a southern win- 
dow ledge outside of the fifth floor of the clinic 
building on the campus of the University of Cali- 
fornia Medical School in San Francisco. The build- 
ing is partially protected from the prevailing west 
wind by a forested hillside. In addition vaseline 
coated slides were exposed daily for 24 hours on 
the same window ledge. The Petri dishes were 
mailed to Mills College, Oakland, immediately after 
exposure. Once a week the vaseline slides exposed 
during the preceding seven days were also sent to 
Mills College where both slides and Petri dishes 
were examined by one of us (H.W.G.). The col- 
onies which developed on the Petri dishes were 
counted and identified as to genus. The slides were 
examined microscopically over an area of 5.3 square 
millimeters and insofar as possible the spores pres- 
ent on that area were counted. No attempt was 
made to identify spores by genera on the slide. 


Ten culture plates were exposed during the study 
at another area in San Francisco in the Marina 
residential district, and five more were also exposed 
in Sacramento, California. 


RESULTS 
Our survey indicates that Hormodendron spores 
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TaBLeE 1.—Type and Frequency of Mold Colonies Culti- 
vated During a Period of 12 Months in San Francisco 


(Exposure of culture plates was twice a week 
for half an hour.) 


Percent of Total 


59.5 
19.2 


Genera No. of Colonies 


Hormodendron 
Penicillium 
Macrosporium 
Botrytis 
Saccharomyces 
Candida 
Alternaria 
Cephalosporium 
Monilia 

Mucor 
Spirotrichium 
Spicaria 
Rhizopus 


100.0 





are the most common in the atmosphere in San 
Francisco and that Alternaria spores are rarely 
present. Table I indicates the various genera identi- 
fied on the Petri dishes in their order of frequency 
and it covers the entire 12-month period of Octo- 
ber, 1942, through September, 1943. It will be seen 
that almost 60 per cent of all colonies were Hormo- 
dendron and only 2.4 per cent were Alternaria. As 
already mentioned these two molds are those to 
which the greatest clinical importance has been at- 
tached. Other molds have not appeared to be clin- 
ical offenders nearly so often. Numerically, in addi- 
tion to Hormodendron, one other mold has a promi- 
nent place in Table 1, namely Penicillium. Just 
over 19 per cent of the colonies were of this genus. 
While several other molds were identified, none of 
them appeared in any considerable number. 

Figure 1 shows the average daily number of all 
types of colonies found on the Petri dishes. It also 
indicates the number out of this total which were 
Hormodendron and Penicillium. 

As a check on how representative the main sta- 
tion at the Medical School was, plates were occa- 
sionally exposed to outside air in a section of San 
Francisco considerably removed from the school. 


Figure 1.—Mold Counts in San Francisco (1942-1943). 
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Ten such plates exposed at different times of the 
year did not demonstrate any significant difference 
either in number or type of colonies. They grew 
109 colonies of which 65 per cent were Hormoden- 
dron, 22 per cent Penicillium and none Alternaria. 
A few plates were also exposed 90 miles distant in 
Sacramento* where there is less dampness and a 
hot summer characteristic of the interior California 
valleys. Here again Hormodendron was the most 
common colony on the Petri dishes, over 80 per 
cent being of this genus. Penicillium was again the 
second most common and Alternaria occurred in 
only 2.2 per cent of the colonies. This suggests con- 
siderable uniformity in the areas studied. 


Figure 1 shows that no marked seasonal inci- 
dence was found in respect to either the total num- 
ber of colonies or the genera Hormodendron and 
Penicillium. This is in contrast with some other re- 
ports such as those from Boston" and Chicago? 
where the period from May through November is 
one of considerable increase in atmospheric spores. 
Durham,’ referring to the United States generally, 
makes the statement that 90 per cent of the total 
yearly crop of Hormodendron and Alternaria 
spores is found between November and May inclu- 
sive—a seven-month period. This did not hold true 
of our study where only 72 per cent of the com- 
bined Hormodendron-Alternaria crop fell in that 
period. If there were no seasonal fluctuation pres- 
ent at all, 58 per cent of the crop would be ex- 
pected in the period. This lack of a clear-cut sea- 
sonal fluctuation obviously makes more difficult the 
detection of a clinical mold sensitivity by history. 


The total number of colonies per Petri dish was 
not high. Comparison with other reports is difficult 
and of doubtful significance as so many uncon- 
trolled factors are involved. It is of interest never- 


*These plates were exposed through the courtesy of 
the late Dr. Edward S. Babcock, one each in July, No- 
vember and December and two in August. 


TOTAL. 
-----=HORMODENDRUM. 
s+sesseeeees PENICILLIUM . 


Total mold colonies are shown by the solid line. Hormo- 


dendron colonies are indicated by the broken line and Penicillin colonies by the dotted line. The average number of 
colonies resulting from a thirty-minute exposure is shown, calculated for semi-monthly periods. 
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theless to note that in our study the average num- 
ber of colonies grown per Petri dish after 30 min- 
utes’ exposure was 16.4 at the main station at the 
Medical School and 11 for the 10 plates exposed 
elsewhere in San Francisco. A comparable period 
of exposure in Chicago and Boston, as nearly as 
can be determined from the reports, yielded about 
39 and 15 colonies respectively. 


ADDITIONAL OBSERVATIONS 


We exposed vaseline coated slides daily in addi- 
tion to employing the Petri dish method, and at- 
tempted to make spore counts directly from the 
microscopic examination of these slides. Some in- 
vestigators have used this method exclusively not 
only to count the spores but to identify them, and 
claim to differentiate as many as eight genera by 
slide alone. It is our feeling that identification of 
most genera is not possible by this method and 
that the method is very unreliable at best. Indeed 
an experienced mycologist may not be able to de- 
termine whether a bit of material he is studying on 
a slide is a mold spore or a bit of dust of totally 
different origin. Spores of some genera are typical 
when completely developed but not recognizable 
when present in a poorly developed form as is fre- 
quently the case. This makes counting the spores 
difficult, quite apart from their classification. In 
addition, slide counting is made even more unre- 
liable by the tendencv of some spores to cluster. 
This same factor would, of course, also make col- 
ony counts on plates inaccurate. In the light of 
these facts, we were not surprised to find a poor 
numerical correlation between slides and culture 
plates when each was calculated on a “spore per 
square millimeter per 24 hour” basis. The plates 
showed one spore per square millimeter and the 
slides three tenths of a spore when calculated in 
this manner. Thus, the number of spores as calcu- 
lated by the plate method was over three times that 
indicated by the slide method. 


This report deals with the presence of mold 
spores in the atmosphere over a period of one year 
and does not attempt to evaluate their clinical im- 
portance in causing allergic symptoms. This has 
been established already, particularly by Feinberg. 
It is possible, however, that molds are of consider- 
ably greater importance in one part of the country 
than in another. From our survey it can be assumed 
that Alternaria, which appears to be the most im- 
portant mold in a large section of the United 
States, can probably be ignored as a general at- 
mospheric contaminant in San Francisco, and that 
Hormodendron is present in sufficient amount to 
have potential clinical importance. 


At first glance, rather different deductions might 
be made from the data we obtained on scratch 
tests, (Table 2) in which almost twice as many 
positive reactions to Alternaria occurred as to 
Hormodendron. Eighteen per cent of 107 patients 
with respiratory complaints in the Children’s Al- 
lergy Clinic gave positive scratch tests to Alterna- 
ria while 9.3 per cent (four) of 43 patients had 
positive scratch tests to Hormodendron. The im- 
plied inconsistency of being exposed more intensely 
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Taste 2.—Results of Scratch Testing Patients in the Chil- 
dren’s Allergy Clinic with Extracts of Alternaria 
and Hormodendron* 


Positive 
Number Reaction 


Tested Number Percent Comments 


3 were +++ 
7 were ++ 
10 were + 


2 were ++ 
2 were + 


Alternaria 20 18.5 


Hormodendron ... 43 4 9.3 


* The extracts for these tests were obtained from Dr. 
Samuel Feinberg. 





to Hormodendron spores and reacting more fre- 
quently to skin tests with Alternaria may not be as 
great as it appears. Feinberg’ considers Hormo- 
dendron and Alternaria, which are closely related 
members of the family Dematiacez, to have a com- 
mon antigenic factor even though other factors 
specific for each of the two genera may possibly 
also be present. Alternaria extracts are frequently 
more potent in respect to the common factor than 
are Hormodendron extracts. This could explain an 
increased incidence of Alternaria reactions in indi- 
viduals sensitized by Hormodendron. In support 
of this possibility in the present instance, all four 
patients who reacted to Hormodendron also re- 
acted to Alternaria. 


Also to be considered is the possibility that the 
atmosphere in our patients’ homes may have con- 
tained more Alternaria spores than we found in 
the outside air. Petri dishes exposed in the homes 
of several patients who gave positive skin tests to 
Alternaria, however, did not indicate a greater in- 
cidence of Alternaria spores in these homes. 


SUMMARY 


1. A report is made on the type and frequency 
of mold spores found over a one-year period in the 
atmosphere of San Francisco. 


2. Alternaria spores were shown to be relatively 
absent, while Hormodendron was the most com- 
mon spore found. These two molds are probably of 
chief clinical importance in other sections of the 
United States. 

3. No striking seasonal incidence of mold spores 
was found. This makes recognition of the patient 
with respiratory complaints due to mold sensitivity 
more difficult than would be the case if a clear-cut 
seasonal incidence were present. 
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Use of Sulfasuxidine in Resection of Carcinoma of 
The Colon— Effect on Infection and Mortality* 


H. GLenn Bext,+ M.D., San Francisco 


A STUDY of our cases of carcinoma of the large 

bowel was undertaken in an effort to determine 
whether the use of one of the sulfa drugs, such as 
sulfasuxidine, played any part in the incidence of 
infection, length of postoperative recovery period 
and the mortality rate. This study does indicate 
that chemotherapeutic measures play a part, but 
perhaps a relatively small one, in the general man- 
agement of these surgical cases. Poth,* in his study 
of the effect of sulfasuxidine on the bacterial flora 
of the stool, showed that with its use there was a 
definite decrease in the number of organisms, and 
it is logical to presume that the drug should be 
valuable in colonic surgery. Nevertheless, excellent 
results were obtained in many cases before the ad- 
vent of the drug. We feel that the general surgical 
management of these patients is of greater impor- 
tance than chemotherapeutic measures. Careful pre- 
operative preparation, meticulous surgical tech- 
nique and individual postoperative care cannot be 
curtailed by the use of any of the new drugs now 
available. Clute! states that it is increasingly ap- 
parent in his clinic that many factors other than 
chemotherapy are responsible for the progress 
made in the surgical management of malignant 
lesions of the colon. 


Newton? ‘reported 114 cases of resection of the 
large bowel. In this series a test group and a con- 
trol group were studied. In the test group the pa- 
tients were given sulfasuxidine preoperatively. In 
the control group no chemotherapy was used. With 
the use of sulfasuxidine the incidence of complica- 
tions was reduced from 58 to 25 per cent and the 
gross mortality was reduced from 19 to 3 per cent. 
When similar operative procedures (resection and 
anastomosis) of the two groups were compared, it 
was found that the incidence of postoperative in- 
fection was reduced from 43 to 6 per cent and the 
mortality from 22 to 3 per cent. He felt, therefore, 


* Read before the Section on General Surgery at the 
Seventy-fifth Annual Session, Hotel Biltmore, Los An- 
geles, May 7-10, 1946. 

+ From the Division of Surgery, University of Califor- 
nia Medical School, San Francisco, ‘California. 


that the use of sulfasuxidine in the preoperative 
and postoperative care of patients undergoing re- 
section of the large bowel had a definite effect in 
reducing the number of postoperative infections 
and the mortality rate. Meyer? reported on 20 cases, 
with an over-all mortality of 5 per cent and an 
average hospital stay of 13 days for patients who 
had had the drug for 7 to 14 days preoperatively. 
He gave a minimum of 84 grams of sulfasuxidine 
preoperatively. 

We have used sulfasuxidine routinely in our 
clinic since January, 1943. When a diagnosis of 
malignant lesion of the large bowel has been made, 
sulfasuxidine (powder) in 5 gram doses is given 
three times a day for a period of 7 to 14 days, 
unless the bowel is obstructed. A low-residue, high- 
protein, high-vitamin diet is prescribed. If the pa- 
tient has a severe anemia he is admitted to the hos- 
pital and blood transfusions are given in order to 
bring the hemoglobin up to 80 per cent or better 
before surgery. All patients are admitted to the 
hospital two or three days before the contemplated 
surgery and are given a saline cathartic followed 
by daily colonic flushes, the last one being at least 
18 hours before operation. Many patients have 
volunteered that after taking the drug for one or 
two days they have noticed a lessening in the odor 
of the stool and improvement in bowel function. 
About 25 per cent of the patients have noticed an 
increased amount of blood in their stools. There 
has been no severe reaction to the use of sulfa- 
suxidine in our clinic. Only two patients have had 
to discontinue its use; one developed, a rash and 
the other a severe headache. We have used sul- 
fathallidine in 12 cases not reported in this series. 
With the use of sulfathallidine there is more dif_i- 
culty in getting the colon well cleaned out for 
surgery. 

Our study of the cases in this clinic for the last 
13 years shows that there were 460 cases of resec- 
tion of the colon for malignant growth. Many of 
these patients had only a palliative resection. In 
other words, the malignancy had spread beyond 
the point of resection, but it was felt worth while 
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CARCINOMA OF THE COLON 


TaBLeE 1.—Type of Operation; Number of Cases in Which Sulfa Therapy Was Used; 
Number of Infections; Number of Deaths 


Type of Operation 
Right Colectomy 
One-stage right colectomy 
Two-stage right colectomy 
Transverse Colon 
Left Colectomy 
Mickulicz resection 
Anterior resection 
Resection with preliminary cecostomy 
One-stage resection with cecostomy 
One-stage resection end-to-end anastomosis 
Rectum 
Perineal resection preliminary cecostomy 
One-stage abdomino-perineal resection 
Anterior resection | 


Abdomino-perineal resection with preliminary colostomy 1 


One-stage resection end-to-end anastomosis 


to remove the original lesion even in the presence 
of liver metastases. Table 1 shows the type of 
operation that was done, the number of cases in 
which sulfa therapy was used, number of infections 
and number of deaths. 


MORTALITY RATES 


The mortality rate for the entire series was 7.6 
per cent, as shown in Table 2. Of the 35 patients 
who died, 25 had not had sulfa therapy before sur- 
gery. In the group in which a right colectomy was 
done, only one of the five patients who died had 
received sulfasuxidine, and death in this case was 
the result of gangrene of the ileum from lack of 
blood supply due to an error in operating tech- 
nique. This patient had two separate lesions, one 
in the cecum and one in the ascending colon, both 
being removed at the same operation with a rather 
wide resection of bowel and mesentery. The mor- 
tality rate in this group was 10.5 per cent for those 
who had not received sulfa therapy and 3.4 per 
cent for those who had the drug. In the 13 cases 
of carcinoma involving the transverse colon there 
were no deaths. There were 134 cases of carcinoma 
of the left colon with eight deaths. Six of the eight 
patients who died had not had sulfasuxidine before 
surgery. The mortality in this group was 7.3 per 
cent for those who had no sulfa therapy and 3.8 
per cent in the group in which the drug was used. 
In the 246 cases of carcinoma of the rectum for 
which resection of one type or another was done 
there were 22 deaths. Of those who died, seven had 
been treated with sulfasuxidine. The mortality rate 
without sulfa therapy was 9.8 per cent and with the 
use of the drug 7.5 per cent. 


Number Number Number Number 
of Received of Operative 
Sulfa Infections Deaths 


Cases 
26 10 4 
3 4 1 

6 4 


2 
10 
16 
20 

4 


oe w bo bo 


18 
55 
8 


— 


11 


on oe oF 


ww 





INCIDENCE OF INFECTION 


The incidence of infection is shown in Table 3. 
Of the 67 patients who had a right colectomy, 14 
had wound infection. Only one of these had had 
sulfa therapy. Thirteen, or 34.2 per cent, of the 
38 patients who did not have sulfa therapy had 
infection. Of the 29 who had sulfasuxidine, only 
one, or 3.4 per cent, had wound infection (exclud- 
ing one patient who had peritonitis and died an 
operative death). In the group with lesions of the 
transverse colon, four patients had wound infec- 
tion, of whom one had been given sulfasuxidine, 
an incidence of 16.6 per cent with the use of sulfa 
therapy and 42.8 per cent without the drug. Forty- 
three patients who were operated upon for car- 
cinoma of the rectum developed wound infection 
(referring to the abdominal wound only). Eleven 
of these had been treated with sulfasuxidine. The 
incidence of infection for those who had the drug 
was 14.6 per cent, and for those who had no sulfa 
40 per cent. (These percentages are based on 
totals not including 91 perineal resections.) 


The average postoperative hospital stay (Table 
4) varied considerably with the type of operation, 
and was affected more by the presence or absence 
of infection than by the use of sulfa therapy. In 
the group of right colectomies, the average post- 
operative hospital stay was 14 days for patients 
who received sulfa (one of whom had wound in- 
fection) and 24 days for those who did not. For 
patients with wound infection the postoperative 
hospital days averaged 34 and for those who had 
no infection the average was 16 days. In the 13 
cases of carcinoma involving the transverse colon, 


TaBLE 2.—Mortality Rate 


Without Sulfa 


With Sulfa Total 


Number Mortality Number Mortality Number Mortality 


Type Operation 
Right colectomy 
Transverse colon 
Left colectomy 


Deaths Per Cent 


Deaths PerCent Deaths Per Cent 

10.5 1 3.4 5 7.4 
0.0 0 0.0 0 0.0 
7.3 2 3.8 8 5.9 
9.8 % 7.5 22 8.9 

10 5.5 35 7.6 
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TasLe 3.—Incidence of Infection 


Without Sulfa 
Incidence Number Incidence Number 
Per Cent Infections Per Cent Infections Per Cent 


Number 
Type Operation Infections 
Right colectomy 
Transverse colon 
Left colectomy 


Rectum* 


With Sulfa Total 
Incidence 


34.4 4 3.4 14 
42.8 1 16.6 4 
40.2 6 11.5 39 
40.0 11 14.6 43 
39.1 19 11.7 100 


20.9 
30.3 
29.1 
27.7 
27.1 


* Excluding 91 perineal resections (no abdominal wound). 





TABLE 4.—Average Postoperative Days 

















Without With Without With 
Type Operation Sulfa Sulfa Infection Infection 


Right colectomy .... 24 14 16 34 
Transverse colon ... 16 15 22 
Left colectomy 20 19 29 
Rectum g 23 21* 37° 
20 20* 33 


* Excluding 91 perineal resections (no abdominal wound). 





the postoperative hospital days averaged 16 with 
the use of sulfa, 18 without sulfa, 22 with infec- 
tion and 15 without infection. In the group in 
which resection of the left colon was done there 
was a wide variation in the number of days spent 
in the hospital. In some cases in which a one-stage 
resection with a cecostomy was done the patient 
remained in the hospital until the cecostomy was 
closed, while in other cases the patient went home 
and returned later for closure of the cecum. There 
was little difference in the average postoperative 
hospital stay with or without the use of sulfasuxi- 
dine, providing there was no wound infection. This 
was true also in the group of operations for car- 
cinoma involving the rectum. 


CONCLUSIONS 


A study of this group of cases from our clinic 


shows that the incidence of infection and the mor- 
tality rate are lower in the cases in which sulfa- 
syxidine therapy was used preoperatively than in 
those where it was not used. 


The average postoperative hospital stay of these 
patients was affected more by the presence or 
absence of infection than by the use of sulfa 
therapy, and the chief value of the sulfa drug in 
shortening the recovery period appears to be in its 
lowering the incidence of infection. It must be 
emphasized that the use of the drug does not re- 
place good surgery or justify the lack of very care- 
ful preoperative preparation, meticulous surgical 
technique and individual postoperative care. 
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Controlled Evaluation of Gold Therapy 
In Rheumatoid Arthritis * 


Hans Warne, M.D., Frances Baker, M.D., AND Stacy R. Mettier, M.D., San Francisco 


(OLD compounds have been used extensively 

during the last ten years in the treatment of 
rheumatoid arthritis. The results obtained in sev- 
eral thousands of patients have been interpreted to 
indicate that gold salts are beneficial. The validity 
of such conclusions is not always apparent from 
the evidence presented since the criteria for selec- 
tion of patients and for evaluation of therapeutic 
results often are indefinitely stated and vary con- 
siderably with individual reports. Moreover, ade- 
quate time of observation, a prerequisite to the 
study of a chronic remitting disease, is frequently 
wanting and follow-up periods cover months rather 
than years. Of equal or greater importance are sat- 
isfactory controls which have generally been lack- 
ing in reports on chrysotherapy. 


In the present study, we have tried to meet these 
requirements. We have observed 120 patients with 
active rheumatoid disease. All of them showed the 
characteristic general features of this chronic con- 
stitutional ailment as well as peripheral symmetrical 
polyarthritis and elevation of the sedimention rate. 
All were treated as ambulatory patients although 
two in each of the series to be described were also 
hospitalized briefly. All patients were seen by the 
members of the Arthritis Committee regularly from 
one to four times each month during the period of 
critical observation. 


Sixty-two such patients, consecutively admitted 
to the clinic, were given general supportive treat- 
ment. This included limitation of activity, dietary 
regulation, supplemental vitamins, salicylates and 
intensive physical therapy, the latter under the di- 
rection of one of us (F.B.) in the Department of 
Physical Medicine. These patients had previously 
had a variety of treatments which we considered 
non-specific and which did not include gold com- 
pounds. The average duration of the illness in these 
patients prior to admission was 4.36 years, the 
average duration of treatment and observation in 
the clinic was 3.02 years. The group of 58 re- 
maining cases was constituted in part (10) by 
patients unsatisfactorily controlled through suppor- 
tive therapy, in part (48) by new patients. All 
were admitted consecutively to chrysotherapy and 
given general care very similar to that of the first 
group. The average length of the illness antedating 
therapy was 5.5 years in this group and the aver- 
age duration of treatment and observation 2.9 years. 


Two soluble gold compounds were used, Gold 
Sodium Thiosulphate and Gold Sodium Thiomalate. 


* Read before the Section on General Medicine at the 
Seventy-fifth Annual Session, Biltmore Hotel, Los An- 
geles, May 7-10, 1946. 


From the Departments of Medicine and Physical Medi- 


* cine of the University of California Medical School. 


Only those patients were included who received at 
least 0.5 grams, calculated as gold. The mode of 
administration was similar to that generally used, 
but instead of giving one or more courses of in- 
jections, we employed continuous treatment. The 
average maintenance dose was 50 milligrams of the 
salt given as indicated by the activity of the dis- 
ease at weekly, bi-weekly or monthly intervals. The 
average total dose amounted to 1.6 grams in terms 
of the metal. 


According to the results of therapy, we grouped 
all 120 patients under four headings: arrested, 
markedly improved, improved, and unimproved. 
Patients with the first designation lost all evidence 
of active arthritis, by history, physical examination 
and laboratory tests. In some, there remained re- 
sidual deformities and articular damage such as an 
ankylosed hip joint or a roughened articular sur- 
face, previously the sites of active arthritis; but all 
continued to be free of constitutional and local 
symptoms of rheumatoid disease. The second group 
consisted of patients who were restored to good 
health with the same qualification as to irreversible 
joint changes in some. However, in these patients 
we could not with certainty exclude a measure of 
active disease. In some instances the sedimentation 
rate failed to become entirely normal, and in some 
cases with marked articular injury there remained 
symptoms which might have been caused by con- 
tinued mild activity of rheumatoid arthritis. The 
third category comprised patients who were sub- 
jectively improved with therapy and showed a re- 
duction in the sedimentation rate. In these patients 
there was definite evidence of persistent, though 
less active arthritis. The last group experienced 
either no improvement or further progression of 
the disease. 


The distribution of patients according to these 
definitions in the series treated with gold salts and 
in the control series is given in the following table: 


Controls 
Number Per Cent 


Chrysotherapy 


Result Number Per Cent 


Arrested 

Markedly improved. 21 
Improved 14 
Unimproved 


DISCUSSION 


We consider that the patients in the first two 
groups of each series, those who were arrested and 
markedly improved, showed noteworthy beneficial 
change under therapy. The combined figures for 
the two groups are 33, or 56.9 per cent, in the 
series treated with gold compared with 18, or 29.1 
per cent, in the controls. This difference in com- 
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parable series is statistically significant and indi- 
cates that gold salts are an adjuvant to the treat- 
ment of rheumatoid arthritis. 

The fate of ten patients who fared poorly on sup- 
portive therapy alone and were given gold subse- 
quently seems especially interesting. One of these 
remained unimproved. Of eight patients who had 
not been benefited in an average period of 2.75 
years, three were improved and five markedly im- 
proved after chrysotherapy had been used. In one 
patient who had experienced some improvement 
and suffered a recurrence, the disease became 
arrested. Mild to moderate toxic reactions calling 
for temporary omission of gold therapy occurred 
in 29 patients, or 50 per cent. Four more patients 
were unable to tolerate what we considered an 
adequate amount of gold, showing signs of severe 
toxicity, and were therefore eliminated from this 
series. Of these, one exhibited marked, two some, 
and one no improvement in their arthritis. 


CONCLUSION 
Our data show that soluble gold salts are thera- 
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peutically effective in peripheral rheumatoid arthri- 
tis, since the rate of significant improvement is 
approximately twice as high in the gold treated 
series as in the controls. The results closely ap- 
proximate those obtained by Frazer in a well con- 
trolled study.’ It is also quite evident that chryso- 
therapy in the form commonly used in rheumatoid 
arthritis is far from satisfactory, in that it is not 
applicable to all patients because of severe toxic 
reactions in some and minor disturbances in about 
half of those treated, and in that it does not signif- 
icantly benefit approximately 43 per cent of the 
subjects. Perhaps of greater importance than the 
effective therapeutic rate is the establishment of an 
agent which can influence the course of rheumat- 
oid arthritis, since further studies on its mode of 
action may increase our understanding of the 
pathogenesis of this disease. 
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Cancer Mortality in San Francisco 


J. C. Geicrr,* M.D., San Francisco 


FOR the purposes of this review of cancer mor- 

tality in San Francisco, statistical. data have 
been assembled from 1940 through 1945, one full 
year in the pre-war era, and the remaining five 
years in the war period when a changing popula- 
tion showed a resultant effect on local factors in- 
volved in any analysis of these data. 


Since death certificates are the only source of 
information available on cancer incidence, many 
items of statistical importance may not be included. 
However, from such detail as has been tabulated 
some more or less interesting results have been 
obtained. : 


Of first importance, and on the brighter side of 
the picture, is the apparently declining cancer mor- 
tality rate in this period. While to a certain extent 
this is due to increases in population within the 
war years, and to the fact that these increases were 
in the younger age groups where the frequency of 
cancer is not so great, due credit must be given to 
the effectiveness of early diagnosis and surgical 
procedures in the treatment of cancer cases. 


MORTALITY RATES 


Rate Per 
100,000 
Population 


Rate Adjusted 
for Residence in 
California Onlyt 


201.6 
198.6 
166.3 
161.7 
163.0 
167.0 


+ Under a reciprocal arrangement with the State De- 
partment of Health, an exchange of certificates of non- 
residents is effected. 


In the analysis of age distribution, there is not 
much to support the often-expressed opinion that 
cancer is occurring with greater frequency in the 
younger age groups. While the accompanying 
tables may indicate a slight trend in this direction, 
there is not enough evidence to substantiate a posi- 
tive statement to this effect. Note the cumulative 
per cents for those groups under 45 years. 


At intervals ten years apart, the average age was 
found and tabulated for male, female, and total 
groups. Within 20 years, the average age for total 
cancer deaths increased from 58 to 60 years. Ap- 
parently here again has been proven the effective- 


AGE DISTRIBUTION 


1935 


Per Cent 
Age Total Group 
Under 25 1.0 
25-29 $ ¥ 


Cumulative 
Per Cent 


* Director of Public Health, City and County of San 
Francisco. 


1940 


Cumulative 
Per Cent 


Per Cent 
Group 
0.8 
0.6 
1.6 
7.4 
18.9 
28.4 
42.3 


Total 


Cumulative 
Per Cent 


Total 


3. 
5. 
2. 
0. 
8. 
0. 


1 


ness of early diagnosis, the use of radium and other 
therapeutic agents and operative procedures. 

Unfortunately, a statement regarding possible 
surgery in cancer cases does not always appear on 
death certificates. From those cases reported, it is 
safe to say that operations are performed in about 
33 per cent of the cases. 


AVERAGE AGE AT DEATH 


Female 
59.0 
58.3 
60.4 


Total 


58.2 
59.3 
60.4 


Not all communities are prepared in their local 
hospitals to take adequate care of cancer patients. 
Perhaps that is the reason so many non-residents 
avail themselves of services offered in a medical cen- 
ter like San Francisco. Note in the following tabu- 
lation that for the past six years an average of 
nearly one-fourth of the non-resident deaths have 
been cancer cases. 


CANCER MORTALITY—NON-RESIDENTS 


Per Centof Per Cent of 
Total Total 
Non-Resident Cancer 
Year Deaths Deaths 
1940 
1941 
1942 
1943 
1944 
1945 


Record as to the types of cancer has been 
omitted in the study of death certificates. However, 
this information has been given in full detail in the 
attached morbidity report furnished by the Record 
Room at San Francisco Hospital. Certain other 
facts of interest are noted in this report. In the 
four-year period covered by these tabulations, it is 


‘noted that about 4 per cent of the total discharges 


from the San Francisco Hospital and about 1244 
per cent of the deaths occurring there are cancer 
cases. This is probably as fair an indication of 
cancer morbidity as is available from any source 





298 


to which the San Francisco Department of Public 
Health has access. Of the 3,132 tumors found, 939, 
or 30 per cent, were surgically treated. This com- 
pares favorably with the findings on death records 
regarding operations. Another feature of interest is 
the stage of development. The large number of 
primary tumors treated before metastasis occurs is 
definitely significant of the value of early diag- 
nosis and improved methods of treatment. Surely 
a more intensive educational program in the com- 
munity on the dangers of delay is indicated. 

It is gratifying to have available for statistical 
purposes such tabulated data as have been fur- 
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nished in the accompanying report from the Record 
Room of San Francisco Hospital. 

The following tables have been compiled from the 
Hospital Disease Index. These data represent the 
types of new growths diagnosed and their location 
in the body. During the four-year period tabu- 
lated, 3,132 tumors were found in 2,373 patients, 
indicating the involvement of more than one organ 
or system of the body in many patients. 


Attention is called to the data tabulated on the 
“endocrine system.” Most new growths in this 
group are diagnosed anatomically as shown by the 
large number of cases during the period the autop- 
sies have been indexed, 6-30-42 through 10-30-44. 


SAN FRANCISCO HOSPITAL 


Total Number of Patients Discharged, Number of Deaths and Gross Death Rate 
with Comparative Data on Tumor Patients Discharged 


7-1-42 through 6-30-46 


Total 
Hospital 
Discharges* 


Total 
Hospital 
Deaths 
1,839 
1,672 
1,793 
1,992 


to 
to 
to 


7,296 


* Includes Deaths. 


Total Number 
Year New Growths 
to 
to 
to 
to 


Total 


Total 
Tumor Patients 
Discharged 
589 
489 
580 


715 


Gross 
Death Rate 
Per 100 Cases 


12.6 


Gross 
Death Rate 
Per 100 Cases 
39.0 
38.6 
40.7 
37.1 


38.8 


Tumor 
Deaths 
230 
189 
236 
265 


2,373 920 


Stage of Development 
Primary with Metastatic 
Metastasis Only 


Total 
Deaths 


ee 
Primary 
Only 


482 
455 
342 
280 


1,559 


638 
545 
461 
470 


2,114 


112 
127 
105 
150 


494 


171 
121 
129 
103 


524 


SAN FRANCISCO HOSPITAL 


New Growths Diagnosed in Patients Discharged from San Francisco Hospital by Location, Sex, Age Groups, 
Stage of Development, Treatment and End-Results. 


7-1-42 through 6-30-46 


Year and 
Site of 
New Growth 


Body as a Whole 

7-1-42 to 6-30-43". 
7-1-4383 to 6-30-44*. 
7-1-44 6-30-45*. 
7-1-45 6-30-46.. 


Total 
All 0- 
Groups 24 


Male Age Groups 
25- 35- 45- 55-65& 
34 44 54 64 Over 


ee 5% 29 10 
De. 644.9 12 9 
54 2 9 


to 54 es 3 7 





29 35 
Integumentary Sys- 
tem (including sub- 
cutaneous areolar 
tissue, mucous mem- 
branes of orifices 
and the breast). 
to 6-30-43". 
to 6-30-44*. 
6-30-45*. 


to 6-30-46.. 


Female Age Groups 
25- 
34 


2 


4 
1 


Stage of Development Results 
Pri- 

Pri- mary Meta- Surg. 

55- 65& mary with static Treat- 


64 Over Only Metas. Only ed 


35- 
44 


45- 


54 


Recov- 

Died ered 
1 1 6 ra 14 51 
g 3 2 1 43 
8 43 
14 Q 1 31 





31 168 





Musculoskeletal 
System 


7-1- 


_ 


nNonwc 








n 
- 


ew growths diagnosed by autopsy only are included from July, 1942, through October, 1944. 
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New Growths Diagnosed in Patients Discharged from San Francisco Hospital by Location, Sex, Age Groups, 
Stage of Development, Treatment and End-Results. 


7-1-42 through 6-30-46 
Stage of Development Results 
Pri- 
Year and Total Male Age Groups Female Age Groups Pri- mary Meta- Surg. 
Site of All 0- 25- 35- 45- 55-65& 0- 25- 35- 45- 55- 65& mary with static Treat- Recov- 
Wew Growth Groups 24 34 44 54 64 Over 25 34 44 54 64 Over Only Metas. Only’ ed Died ered 
Respiratory System E 
7-1-42 to 6-30-43*. 88 1 14 2 “a a 50 
7-1-43 to 6-30-44*. 78 .. .. 23 2 ‘ 49 
7-1-44 to 6-30-45*. 88 2 i  —_— 47 
7-1-45 to 6-30-46.. 62 .. .. § 11 ‘ { f 42 





Te 6S vicawees 316 8 3 3 I 8 ret 


Cardiovascular 
System 

to 6-30-43". 
to 6-30-44*. 
to 6-30-45*. 
to 6-30-46.. 


WS 6 cca ken ees 





Hemic & Lymphatic 
Systems 
6-30-43*. 3 
6-30-44*. 1 
30-45*. 1 
1 


Poke 
8 1 
b-¢ 8 
6-30-46... 


1 
8 


WO Fi oe beh ees 89 2 





Digestive System 
7-1-42 to 6-30-43*. : 
7-1-43 to 6-30-44*. 2 
7-1-44 to 6-30-45*.15 
7-1-45 to 6-30-46. .2 


Totals 


Urogenital System 

7-1-42 to 6-30-43*.297 
7-1-4383 to 6-30-44*.248 .. 
7-1-44 to 6-30-45*.209 1 
7-1-45 to 6-30-46.. 


Cie Olen 


tt et 





Totals 


o 
ae 


Endocrine System 
7-1-42 to 6-30-43*. 
7-1-43 to 6-30-44*. 
7-1-44 to 6-30-45*. 
7-1-45 to 6-30-46.. 


PS 0 6c on newer 123 


Ned OV 


| 
| 
| 
| 


ro | 
pe 


Nervous System 
to 6-50-43*. 20 
to 6-30-44". 24 
to 6-30-45*. 28 
to 6-30-46... 26 


ft ek et et 
eo 1b9 co 
aac 

Wwrebho-l 


We caceccnnes 98 





Organs of Special 
Senses 

7-1-42 to 6-30-43*. 
1-43 to 6-30-44*. 
1-44 to 6-30-45*. 
1-45 to 6-30-46.. 


eee 18 


Unknown Primary 

Site, Type 

Undiagnosed 

7-1-42 to 6-30-43*. 14 

7-1-43 to 6-30-44*. 9 
1-44 to 6-30-45*. 10 
1-45 to 6-30-46.. 9 





WOUND: kitesa neces 42 


* New growths diagnosed by autopsy only are included from July, 1942, through October, 1944. 
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SAN FRANCISCO HOSPITAL 
Type of New Growth by Year and Site, Sex, Stage of Development and End-Results. 


-1- -30-46 
er rer Stage of Development Results 
Type of New Growth Pri- 
Year and Pri- mary Meta- 
Site of Sex (See Key at End of Table) mary with static Recov- 
New Growth Total Male Female A Bp. © D E F G H Only Metas. Only Died ered 
Body as a Whole** 
7-1-42 to 6-30-43*... 76 od aes 3 70 51 . 
7-1-43 to 6-30-44*%... 51 eae ws ae a 2 46 43 
7-1-44 to 6-30-45*%... 54 “ a ns 2 44 43 3 
7-1-45 to 6-30-46.... 54 oe .s 1 39 31 2 


35 5 199 168 67 


Integumentary System 
(including subcutane- 
ous areolar tissue, 
mucous membranes of 
orifices and the breast) 
7-1-42 to 6-30-43*... 
7-1-43 to 6-30-44*... 
7-1-44 to 6-30-45*... 
7-1-45 to 6-30-46.... 


Musculoskeletal 
System 

7-1-42 to 6-30-43"... 
7-1-43 to 6-30-44*... 
7-1-44 to 6-30-45*... 
7-1-45 to 





Respiratory System 
7-1-42 to 6-30-43*... 
7-1-43 to 6-30-44*... 78 
7-1-44 to 6-30-45*... 88 
7-1-45 to 6-30-46.... 62 


316 


Cardiovascular System 
7-1-42 to 6-30-43"... 


1 
7-1-43 to 6-30-44*... 1 
7-1-44 to 6-30-45%... 1 
7-1-45 to 6-30-46.... 


Hemic & Lymphatic 
Systems 

7-1-42 to 6-30-43*... 35 
7-1-43 to 6-30-44*... 18 
7-1-44 to 6-30-45%... 18 
7-1-45 to 6-30-46.... 18 


Digestive System 
7-1-42 to 6-30-43*... 
7-1-43 to 6-30-44*... 
7-1-44 to 6-30-45*... 
7-1-45 to 6-30-46.... 


Urogenital 

7-1-42 to 6-30-43*... 
7-1-43 to 6-30-44... 
7-1-44 to 6-30-45"... 
7-1-45 to 


6-30-43*... 

6-30-44%... 45 
6-30-45*... 23 
6-30-46.... 5 


Nervous System 


7-1-42 to 6-30-43*... 13 
7-1-43 to 6-30-44%... 13 
7-1-44 to 6-30-45*%... 10 
7-1-45 to 6-30-46.... 


a 14 


* New growths diagnosed by autopsy only are included from July, 1942, through October, 1944. 
** Includes generalized carcinomatosis and new growths with metastases to more than three body organs. 


(Table Continued on Next Page) 
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Type of New Growth by Year and Site, Sex, Stage of Development and End-Results. 
7-1-42 through 6-30-46 


Stage of Development Results 
Pri- 


Type of New Growth 
Year and Pri- mary Meta- 
Site of Sex (See Key at End of Table) mary with static Recov- 
New Growth Total Male Female A B C D E F G H Only Metas. Only Died ered 
Organs of Special 
Senses 
7-1-42 to 6-30-43*... 
7-1-43 to 6-30-44... 
7-1-44 6-30-45*... 
7-1-45 to 








Unknown Primary 
Site, Type 
Undiagnosed 
7-1-42 to 6-30-43*... 
7-1-43 to 6-30-44*... 
7-1-44 to 6-30-45*... 
7-1-45 to 6-30-46.... 





* New growths diagnosed by autopsy only are included from July, 1942, through October, 1944. 


Key: A Nonepithelial neoplasms. 
B Neoplasm derived from a serous surface, a joint cavity or a lymph node. 
C Neoplasms arising from fetal anlage of an organ (including neoplasm arising from an aberrant anlage). 
D Epithelial neoplasms. 
E Combined epithelial and nonepithelial neoplasms; mixed neoplasms. 
F Teratoma. 
G Unclassified neoplasms. 
H Hyperplasias of neoplastic significance. 
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Acute Hematogenous Osteomyelitis Treated 
With Penicillin— A Case Report 


Carton C. Purviance, M.D., Vallejo, anv JoHN F. Loveyoy, M.D., Compr. (MC), U.S.N.R. 
Jacksonville, Florida 


HE following case of acute hematogenous osteo- 

myelitis is reported because of the extremely in- 
teresting x-ray films, showing the results of a new 
method of treatment of an old disease. 


The patient a girl 27 months of age, was ad- 
mitted to the Pediatric Service, Vallejo Community 
Hospital, June 16, 1945, because of pain and swell- 
ing in the left leg. She had been running an ele- 
vated temperature (up to 40°C.) for three days and 
was quite ill, There was tenderness in the right 
knee and lower leg, with swelling about the knee 
and upper tibia. The general physical examination 
disclosed nothing beyond normal limits except for 
chronically infected tonsils. The WBC was 29,500 
with a differential of PMN 74 per cent. X-ray films, 
taken June 22, 1945, were negative for bone 
changes (Figure 1). The patient was given penic- 
illin under the tentative diagnosis of thrombo- 
phlebitis, left saphenous vein. She received 12 days’ 
treatment of 60,000 units per day divided into six 
doses per day. 


She was first seen by one of the writers on June 
23, 1945, at which time there was swelling on the 
mesial side of the upper tibia and in the knee joint, 
with definite bone tenderness over the upper tibia. 
There was marked redness and increase in local 


Figure 2. 


temperature but no bocalized area of inflammation. 
Some enlargement of the inguinal lymph nodes was 
noted. The leg was immobilized in plaster, and 
marked improvement followed. The patient was 
discharged and returned home June 28, 1945, with 
her leg still in the cast. 

The fever recurred, and the patient was read- 
mitted July 13, 1945. On removal of the cast it was 
found that there was some bone tenderness. The 
swelling had subsided, but some induration of the 
upper tibia was present. There was no fluctua- 
tion or localization. Another x-ray film was taken 
(Figure 2). The second writer saw her for the first 
time on this admission and the diagnosis of acute 
hematogenous osteomyelitis of the right tibia was 
established. Again the leg was immobilized. and 
penicillin therapy was instituted with administra- 
tion of 160,000 units a day, divided into eight 
doses daily, and continued for a period of 14 days. 

On July 25, 1945, the cast was removed to per- 
mit examination. The writers anticipated an abscess 
and sequestration, with drainage. They found, how- 
ever, that pain in the leg at this time was dimin- 
ished or absent, and that induration also had 
diminished. The patient was discharged and re- 
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Figure 3. 


turned home with her leg in a cast on July 27, 
1945, symptom free. 

Another x-ray film was taken through the cast 
on August 23, 1945 (Figure 3), and the patient 
still was symptom free. 


Figure 4. 


ACUTE HEMATOGENOUS OSTEOMYELITIS 


Figure 5. 


Although an abscess still was anticipated, when 
the cast was removed on September 6, 1945, all 
clinical signs were normal except for questionable 
induration. X-ray films showed the bones to be 
healing (Figure 4), and immobilization was dis- 
carded. The patient regained normal function and 
was free of symptoms. On October 1, 1945, another 
x-ray film was taken (Figure 5). 


Her past history revealed an admission to the 
hospital in January, 1945, for a severe tonsillitis. 
It was the opinion of the writers that the tonsils 
were the focus of infection. No other focus was 
found and an adeno-tonsillectomy was arranged 
for November, 1945. 


Unfortunately, the bacterial etiology was never 
established, but with that exception it is felt the 
diagnosis is accurately,established. Feeling that the 
recovery* from acute hematogenous osteomyelitis 
without surgery is quite remarkable, the writers 
believe that large doses of penicillin are indicated 
in the acute stage and for a longer period. In the 
acute stage a minimum of 21 days of penicillin ad- 
ministration is suggested. No untoward effects of 
penicillin were noted.+ 


Cultures of the patient’s tonsils on nutrient broth 
and blood agar showed non-hemolytic strepto- 
coccus; non-hemolytic staphylococcus and _pseu- 
domonas pyocyaneus. 


*As of August 15, 1946, there had been n@ recurrence 
of symptoms or clinical findings of osteomyelitis in the 
left tibia. 

+The only untoward effect of penicillin noted in a 
large personal series of military cases was urticaria 
which was easily controlled by stopping the drug, and 
routine measures. 





The Pulse in Ancient Chinese Medicine 
ALBERT Fietps, M.D., Los Angeles 


Most of the diagnostic techniques and thera- 

peutic procedures of the practitioners of an- 
cient Chinese medicine are beyond the comprehen- 
sion and analysis of scientific western medicine. 
Some of these techniques are worthy of attention. 
They have been employed for centuries and are 
still used by many thousands of “physicians,” often 
with good results. Furthermore, they are interest- 
ing because of the weird anatomical and physiol- 
ogical theories behind them. At least they were of 
interest to American physicians such as myself who 
spent some time during the war years working with 
the Chinese. 

In his examination of the patient, the Chinese 
physician devotes himself almost wholly to the 
appearance of the tongue, lips and face, and to the 
character of the pulse. The value that the Chinese 
place on the interpretation of the pulse is implied 
in the proverb: 


He who revives man’s life 

With three fingers (on the pulse) 
Is not a good statesman 

But a good doctor. 


Pulse and circulation were studied in China at 
least two thousand years ago. The first known men- 
tion was in the Internal Medicine Classic, Nei 
Ching. This manuscript is said to have been written 
by the Yellow Emperor, Huang Ti (B.C. 2698- 
2598), with the aid of the wise physician Ch’i Pai. 
Hence doctors are sometimes spoken of as practi- 
tioners of the art of Ch’i and Huang. Recent re- 
searches indicate that this manuscript may have 
been written about the end of the Chou dynasty, 
B.C. 249. The first well-known exponent of the 
pulse was Pien Ch’iao (fifth century B.C.). The 
greatest of ancient Chinese surgeons, Hua To 
(A.D. 115-205) studied the pulse and described 
200 varieties. Wang Shu-Ho (Chin dynasty, A.D. 
280) was the greatest ancient authority on the 
pulse. He wrote the ten-volume Pulse Classic which 
is still widely used today. Another book, The Secret 
of the Pulse, which appeared about the period of 
The Five Dynasties (A.D. 907-960), is also as- 
cribed to Wang Shu-Ho. It was probably written 
by another physician, Kao Yang-sheng. 

In examining the pulse, the examiner uses the 
three middle fingers of his right hand. The thumb 
is placed on the dorsum of the wrist and the three 
fingers are placed on the wrist over the radial artery 
about half an inch apart. The fingers are used some- 
what as if striking the keys of a piano. “The best 
time for taking the pulse is in the early morning at 
sunrise. The physician should keep cool and col- 
lected, first noting if his own breathing is in order 
. . - The normal ratio is four pulse beats to one 
respiration.” 

In females, the examiner feels first the right hand 


and then the left; in males, the left hand is first. I 
was unable to discover the reason for this routine. 
Children under five years of age are not examined 
by the pulse, but have their fingers inspected. 


It is of interest that perhaps the Chinese did 
appreciate the connection of the heart with circula- 
tion more than a thousand years before Harvey. 
In the previously mentioned Nei Ching it is writ- 
ten, “The heart regulates all the blood in the body 
. . - The blood flows in a circle and never stops.” 
The Chinese have a theory of double circulation by 
which the “spirits,” which are the vehicle of the 
Yin principle (male, heat) and the blood which 
conveys the Yang principle (female, moisture), are 
distributed through the body. The circulation be- 
gins in the lungs at three o’clock in the morning 
(the Hour of the Tiger) and completes the rounds 
in 24 hours. For the accommodation of this circu- 
lation, the Chinese practitioners count 12 principal 
canals—six pass from above downward and six 
from below upward. There are also accessory 
canals, eight of which run transversely and nine 
obliquely. 


LITTLE KNOWLEDGE OF INTERNAL ANATOMY 


Generally speaking, the knowledge of the present- 
day practitioners of ancient Chinese medicine is in 
the same category as that of western physicians 
prior to Vesalius. Chinese tradition is opposed to 
the disfigurement of the body before or after death. 
Internal operations were rarely performed; there 
were no autopsies. Accidental battle wounds were 
probably their only. sources of anatomical knowl- 
edge. So far as I was*able to ascertain, there was 
little attempt to applWanimal anatomy to humans. 
Their “science” is baséd largely on tradition and 
empiricism, rather than on investigations. The 
heart along with the spleen is believed to be the 
seat of the emotions. 

They considered each half of the human body as 
divided into three regions which are associated 
with different positions along the radial arteries. 
The status of the organs in these various regions 
can thus be determined from the character of the 
corresponding pulse: 


Finger Name of Position 


Ring Ts’un (spring) 
Long Quan (gate) 


Organ 
Right—Lungs, Left—Heart, 
stomach, liver, 
spleen gallbladder 
Small 
intestines 


Index Ch’ih (foot) Large 
intestines, 
kidney, 


. badder 


There are eight main types of pulse: Fou (“float- 
ing”), Ch’en (sinking), Ch’ih (slow), Shu (quick), 
Si (small), Ta (big), Tan (short), Chang (long). 
Each of these types and subdivisions will be briefly 
discussed (after Lui?) : 
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1. Fou (floating pulse). It “floats” to the sur- 
face of the skin. When the fingers are put on the 
wrist, it is easily felt. This pulse indicates sickness 
in the outer system, a head cold. The Chinese 
theory is that such a cold should be broken up by 
making the patient perspire. 


The “Fou” pulse has six branches: 


(a) Hung (deluge)—“floats” very strongly; in- 
dicates inflammation and fever. On the right wrist, 
at the place called Ts’un, such pulse shows inflam- 
mation of the lungs. 


(b) Hsu (weak)—float is weak; shows low 
vitality and that the respiratory system is in danger. 


(c) San (disperse)—float is scattering; shows 
serious weakness. If this pulse is on Ch’ih of the 
left hand, the weakness is in the kidneys and 
bladder. 

(d) K’ung (hole)—floats and feels “like the 
stock of a green onion”; indicates an anemic con- 
dition. 

(e) Ko (outer-skin)—floats by a touch “like 
that of the surface of a leather drum.” It shows 
an unbalanced system: outer body, strong; inner, 
weak, 

(f) Jo (feeble) is floating and soft; 


rheumatism. 


indicates 


2. Ch’en (sinking pulse) sinks to the bottom; 
indicates illness “hidden deep in the diseased or- 
gan.” It has three branches: 

(a) Lao (prison). Sinks to a bottom, with the 
sensation of solid ground; it shows a very weak 
and very cool system. 


(b) Fu (prostrate). Sinks to the bone and has 
a feeling hardly sensed by the fingers even by hard 
down pressure. Shows evil and nervous condition. 


(c) Jo (infirm). Sinks and beats softly; shows * 


a loss of energy. 


3. Ch’ih (slow pulse). This beats slowly, less 
than three beats to one respiration; indicates a 
weak system and a “cold condition of blood.” This 
pulse has four branches: 


(a) Huan (harmony). Pulse is slow and even. 
It is normal. The beat is four times to one respira- 
tion. 


(b) Se (stagnant). Pulse slow and stagnant. 
Shows anemic condition. 


(c) Chi (indigest). Slow; sudden stop; beats 
again and again. It indicates a congestion, indiges- 
tion, or hypochondriac condition. 


(d) Tai (replace). Slow and stopping pulse, re- 
peating in exactly the same time; shows life in a 
dangerous condition. 


4. Shu (quick pulse). The beat is rapid, gener- 
ally more than five times to one respiration. When 
the beat reaches seven to eight times to one res- 
piration, the patient is in a crisis. Fever is indi- 
cated by. rapid pulse. There are four different 
branches: 


(a) Wat (slipping). Pulse is quick and slipping; 
phlegmatic condition. 
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(b) Chin (tight). Quick, and tied as if tugging; 
indicates a “cold system,” sometimes means an in- 
flamed condition. 


(c) Tsu (working). This pulse is quick, stops 
suddenly, beats quickly again, and continues in 
that way. The irregularity shows extreme fever. 


5. Si (small pulse). This is very tiny, feeble 
to the touch. It shows a “kidney insufficiency in 
semen.” 


6. Ta (big pulse). This has a big beat; it feels 
like something large; shows a strong system, 
stopped or sluggish. 


7. Dan (short). The beats feels very short; usu- 
ally indicate that the respiratory system is in a 
weak condition. 


8. Chang (long pulse). This pulse beats so long 
that it seems like a thread; generally indicates a 
strong constitution. 


In addition to the eight pulses there are some 
peculiar pulses which show an exhausted condition 
of the organs. In a weak condition of the heart, the 
pulse is not active; of the liver, it beats like a bird 
pecks—again and again; of the stomach, beats as 
a loose knot; of the lungs, beats like a foam on the 
top of water; of the kidneys, beats like a large 
stone in the bottom of the water and which can- 
not be moved. 


The normal pulse for the various organs: Hung 
for the heart; Yen (beats as an arrow shoots) for 
the liver; Huan for the stomach; Se for the lungs; 
pom for the kidneys. These have been “described” 
above 


DISCUSSION 


It is quite possible that some ancient Chinese 
did appreciate the relationship between the heart 
and the circulation of the blood. However, there is 
no anatomical or physiological basis to the ancient 
Chinese concept of the pulse. We are aware of 
pulse variations and the suggestive types of pulse 
in a few diseases, but cannot appreciate the rela- 
tionship between the character of the pulse and the 
state of certain organs. The statement of the Chinese 
that foreign fingers are not sufficiently sensitive to de- 
tect fine pulse differences does not seem reasonable. 


One thing is difficult to understand. These prac- 
titioners of ancient Chinese medicine have not had 
a formal education and have never seen an autopsy, 
test tube or microscope. Yet, like many others who 
have seen them examine patients, I have repeatedly 
been amazed at their almost uncanny ability to de- 
termine the seat of disease from the pulse alone. 

1200 North State Street, Los Angeles. 
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Progress in the Management of Syphilis 


J. F. Frynn, M.D. anp O. Mitton Stout, M.D., Los Angeles 


a the discovery in 1943 that penicillin was 
an effective therapeutic agent in syphilis, treat- 
ment methods of the disease have been completely 
revolutionized. Syphilotherapy is in a state of great 
influx. It will take several years and much coopera- 
tive experience and study to learn how best to 
utilize penicillin in treating syphilis. This discus- 
sion is an attempt to present some of the funda- 
mentals related to the use of penicillin in the suc- 
cessful management of the syphilis patient. 


DIAGNOSIS 


The accurate diagnosis of syphilis is not always 
easy. Preferably it should not be based solely upon 
one or two serologic tests for syphilis. Many mis- 
takes in diagnosis have been made because of the 
occurrence of non-specific positive serologic tests. 
A diagnosis of latent syphilis needs not be made in 
haste. The condition is not a medical emergency 
although many physicians are inclined to look 
upon the positive blood test as a signal for the im- 
mediate institution of treatment. 

Shaffer’! states that non-specific positive sero- 
logic tests for syphilis were considered rare in the 
past except in a few diseases such as yaws, leprosy, 
and malaria. Recent experience is emphasizing the 
fact that such non-specific reactions are numerous, 
particularly with precipitation or flocculation tests 
(Kahn, Kline, Eagle, Mazzini). Some of the more 


recent additions to the list of conditions which may . 


cause false positive tests are many febrile and toxic 
states, vaccinations, serums, virus pharyngitis and 
‘bronchitis, atypical pneumonia, infectious mono- 
nucleosis, undulant fever, chancroid and lympho- 
granuloma venereum. Certain individuals are car- 
riers of non-specific reactions, usually of low or 
fluctuating titer, which may persist seemingly 
throughout life. A generally accepted method of 
differentiation between non-specific and_ specific 
reactions by any one serologic procedure is not 
available at present. Verification tests are inconclu- 
sive. Davis* states that any febrile disease occur- 
ring within three months preceding the test may be 
suspected as the cause of a false positive reaction. 
Transient false positive tests may appear in the 
absence of demonstrable disease of any kind and 
in some cases may persist for a long time. The 
quantitative S.T.S.* is an aid in differentiating 
non-specific tests. Most false positive blood tests 
are either of short duration (days to several weeks) 
or of low titer when quantitative serologic tests are 
performed. False positive tests of high titer will 
usually decrease materially over a period of several 
days. Most false positive tests can be revealed by 
serial quantitative serologic examination carried 
out over a period of several days to a few weeks. 


* Abbreviation for Serologic Test for Syphilis. 


Just as a positive serologic test without the pres- 
ence of other clinical manifestations of the disease 
is a challenge to rule out syphilis, the opposite is 
true when lesions are present. Genital lesions which 
offer the faintest possibility of being syphilitic 
should be considered so until proven otherwise. In 
lesions which are negative to darkfield examina- 
tion, the patient may have seronegative primary 
syphilis even though repeated darkfield tests are 
negative. In most cases good technique and _ per- 
sistence in repeating darkfield studies will result in 
the discovery of the spirochete. Obtaining material 
for darkfield study from regional lymph nodes (the 
satellite bubo) will frequently result in success 
where it is impossible to obtain organisms from 
the primary lesion. 


At times one may be confronted with a per- 
sistently darkfield negative primary lesion in the 
presence of a positive blood test. The question 
arises as to whether this is a case of primary sero- 
positive syphilis or one of latent syphilis compli- 
cated by a genital lesion of different etiology such 
as chancroid or lymphogranuloma venereum. Quan- 
titative serologic tests for syphilis are often a great 
aid in solving such a problem. According to Hey- 
man,° if it is a case of primary syphilis the quan- 
titative titer will rise in a few days, whereas the 
titer will remain stationary if it is a case of latent 
syphilis with a genital lesion due to another dis- 
ease. If the titer falls, the lesion may be due to 
chancroid or lymphogranuloma venereum which 
has caused a false positive serologic test. Other 
conditions in which the quantitative S.T.S. fre- 
quently leads to the correct conclusion are as 
follows: 


1. Relapsing syphilis: A progressive rise in titer 
indicates a relapse. Serologic relapse usually pre- 
cedes mucocutaneous relapse by approximately one 
month and often these lesions are so minimal as to 
go unnoticed. The diagnosis of serologic relapse 
should not be made unless there is a significant 
rise in titer which persists upon recheck one to two 
weeks later. 


2. Congenital syphilis of the newborn: In weekly 
quantitative studies on the infant the -iter will rise 
progressively or remain high if the child is in- 
fected. A child may be born with a positive blood 
test and not be actually infected. This is merely a 
reflection of the mother’s serologic reaction and the 
titer falls rapidly. 


3. Prozone phenomenon: In a few very strongly 
positive serums, negative reactions will occur in 
whole serum; however, a positive serologic test will 
result when the serum is diluted for quantitative 
study. 


Quantitative serologic tests are obtained by per. 
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forming tests on serial dilutions of the whole 
serum, preferably diluting the serum to the point 
where a positive reaction is no longer obtained. If, 
for example, a given serum is positive down to a 
dilution of 1:50 the serologic titer is 50. In the 
Kahn test this figure may be multiplied by four to 


obtain the Kahn units (a Kahn titer of 50 indicates - 


200 Kahn units). 
Congenital Syphilis: 


In making a diagnosis of congenital syphilis in 
the newborn without physical evidence of infec- 
tion, a quantitative blood test should be obtained 
at birth and every week or two weeks until a posi- 
tive diagnosis is made or the disease ruled out. In 
the non-syphilitic infant born with a positive S.T.S. 
the titer will usually fall to less than 10 Kahn units 
in two to three weeks and to negativity by eight 
weeks. In an occasional case a low titer may be 
maintained for as long as twelve to fourteen weeks. 
A final serologic test to completely rule out syphilis 
is indicated at the age of six months. In a child 
infected with syphilis, an initial high titer will be 
maintained and at the end of four weeks treatment 
should be instituted even though there are no other 
clinical signs of syphilis. Therapy is also indicated 
in a case of low titer at birth which progressively 
rises in weekly tests up to the age of one month. 
Where quantitative serologic tests are not available 
it is best to treat the child if strongly positive tests 
are obtained beyond the sixth or eighth week of 
life. Roentgenograms of the long bones are often 
helpful. Approximately 90 per cent of untreated 
syphilitic infants will show evidence of osteochon- 
dritis or periostitis in roentgenograms at the age 
of six to eight weeks. 


Asymptomatic Neurosyphilis: 


The diagnosis of asymptomatic neurosyphilis is 
based solely upon examination of the. cerebrospinal 
fluid. All patients upon whom a diagnosis of latent 
syphilis is made should have a spinal fluid exami- 
nation at once, as one may not be actually dealing 
with latent syphilis but with asymptomatic neuro- 
syphilis. It is also advisable to obtain spinal fluid 
studies early in cases of primary or secondary 
syphilis, in order to know whether or not the 
neuraxis has been invaded. Moore and Mohr‘ 
studied 48 patients with early asymptomatic neuro- 
syphilis and 36 of these cases were still in the 
primary or secondary stage of syphilis. The cere- 
brospinal fluid findings in neurosyphilis are classi- 
fied as follows: 


Group I (Minimal changes). The cell count is 
elevated to 7 or more and/or the protein to 37 
mgm. per cent or more. The complement fixation 
and collodial tests are negative. 


Group II (Moderate changes). Cell count and 
protein are normal or abnormal to any degree. 
Complement fixation test is positive with relative 
large amounts of fluid (0.2 cc. to 1.0 cc.). Colloidal 
curves of any type. 


Group III (Maximal changes). Cell count and 
protein usually elevated. Complement fixation test 
positive with small amounts of fluid (0.1 cc. or 
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less). Collodial curves usually first zone (paretic) 
type. 
TREATMENT 


Penicillin is the most important therapeutic agent 
in the treatment of syphilis today. As commercially 
distributed, it is not a single substance but a mix- 
ture of several. At least four different penicillin 
species, which differ chemically in the side chains 
attached to the basic nuclear structure, have been 
identified. These are known as penicillins G, X, 
F and K.'* 

Studies to determine the Treponemicidal effect 
of these four penicillin fractions indicate that G is 
the most effective of the fractions so far studied 


-and available. On the basis of present information, 


it is of utmost importance that a commercial penic- 
illin of high G content, or the crystalline penicillin 
G itself, be employed in the treatment of syphilis. 


Early Syphilis: 


Cooperative studies indicate that the mununusit 
dose of penicillin for seronegative primary syphilis 
be not less than 3.6 million units (60 injections of 
60,000 units each given every 3 hours). The 
recommended minimum dose for seropositive pri- 
mary syphilis, secondary syphilis, and early latent 
syphilis of less than two years’ duration is not less 
than 5.4 million units (90 injections of 60,000 
units or 60 injections of 90,000 units each.) 

if reinfection, infectious or serologic relapse of 
previously treated early syphilis occurs, the above 
course should be repeated plus the addition of 360 
mg. of oxophenarsine hydrochloride (mapharsen) 
or an analogue given two to three times weekly in 
six individual injections of 60 mg. each, plus 
bismuth subsalicylate given twice weekly in six in- 
dividual intramuscular injections of 0.2 gm. each. 

For a second relapse of early syphilis after pre- 
vious penicillin treatment, the patient should be 
placed on metal chemotherapy with arsenic and 
bismuth, preferably by the 26-week schedule em- 
ployed by the Army and Navy. (Forty intravenous 
injections of mapharsen and 16 injections of bis- 
muth subsalicylate. ) 

The ambulatory treatment of early syphilis util- 
izing a single daily intramuscular injection of the 
absorption-delaying calcium penicillin in peanut 
oil-beeswax is of great economic advantage in that 
hospitalization of the patient is not required. If 
calcium penicillin in peanut oil-beeswax is used the 
recommended average daily dose for an adult is 
600,000 units. For early syphilis, a minimum total 
dose of 4.8 to 6 million units of this preparation 
is advised. 


Latent Syphilis: 


Latent syphilis is that stage of syphilitic infec- 
tion in which the patient presents no physical signs 
or symptoms of the disease, the spinal fluid has 
been demonstrated to be normal and a positive 
serologic test for syphilis is the only indication of 
infection. Syphilis may be considered late latent 
when it is of more than two years’ duration. 


Moore? states that the only present rationale for 
the use of penicillin in previously untreated latent 
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syphilis is its known effect in patients with early 
or late active syphilitic disease. Presumably if 
penicillin will actually “cure” early syphilis, it 
should be of preventive value in latent syphilis. 

The treatment may be given with a minimum of 
4 million units of penicillin in aqueous solution 
(80 injections of 50,000 units every three hours for 
ten days) or 6 million units of sodium penicillin 
in peanut oil-beeswax (10 daily injections of 600,- 
000 units each). 


It is to be realized that seroresistance is the rule, 


not the exception, in latent syphilis and that there. 


is no evidence as yet that penicillin is more effec- 
tive than any other form of treatment in reducing 
the serologic test for syphilis to negative in these 
cases. 

Syphilis in Pregnancy: 

The use of penicillin for the treatment of syphilis 
in pregnancy has proven to be incomparably su- 
perior to metal chemotherapy. The reported treat- 
ment results are most favorable no matter what the 
duration of pregnancy at the time of treatment. 
Cole et al.? report successful results in mother and 
infant although treatment was not instituted until 
the last month of pregnancy. The dosage schedules 
of penicillin are still in the formative stage and re- 
quire further study, but it is generally agreed that 
the total dose of commercial penicillin should not 
be less than 3.6 to 5.4 million units administered 
over a period of not less than seven and one-half 
days. Following completion of treatment, monthly 
clinical examinations and titered serologic tests 
until delivery are essential. The quantitatively 
titered serologic test for syphilis is particularly 
necessary in the proper management of the syph- 
ilitic prospective mother and her child. 

Re-treatment during pregnancy with penicillin is 
indicated if there is any evidence of a clinical or 
serologic relapse or if there is no significant de- 
cline in the serologic titer within three months 
after treatment. 


Early Congenital Syphilis: 


When the diagnosis of syphilis in the new-born 
is concluded, immediate treatment is indicated. At 
present, a total dosage of at least 100,000 to 125,- 
000 units of penicillin: per kilogram of body weight, 
administered every three hours over a period of 
not less than 12 to 15 days, is considered a satis- 
factory regime of treatment. 


Neurosyphilis: 


At present it appears quite certain that, in all 
types of neurosyphilis, penicillin is superior to any 
form of metal chemotherapy. The improvement in 
the serologic reactions of the spinal fluid in neuro- 
syphilis is the outstanding benefit that follows 
penicillin therapy. 

Evidence to date indicates that penicillin alone 
in a total dosage of 8 to 10 million units admin- 
istered every three hours over a period of 15 to 21 
days may be given in early or late asymptomatic 
neurosyphilis, acute syphilitic meningitis, vascular 
and meningovascular neurosyphilis and gumma of 
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the brain or spinal cord. Brunsting! states that a 
small group of patients with neurosyphilis have 
been given penicillin in peanut oil-beeswax and 
that the results have been equal to those obtained 
when patients were given penicillin every three 
hours around the clock. 


If improvement is unsatisfactory or there is evi- 
dence of a relapse, either clinical or in the spinal 
fluid, re-treatment with a combination of fever 
therapy and penicillin must be given. 


The utilization of combined penicillin and fever 
therapy is advised as the initial treatment of pri- 
mary optic atrophy, paresis and taboparesis. 


Cardiovascular Syphilis: 


It is impossible to state at present whether penic- 
illin should or should not be used in the treatment 
of cardiovascular syphilis. If penicillin is employed, 
extreme caution must be exercised to avoid thera- 
peutic shock during the first five to seven days of 
treatment. Information to date provides no evi- 
dence as to therapeutic efficacy but serves as a 
warning that penicillin may do actual harm through 
therapeutic shock. 


POST-TREATMENT OBSERVATION 


Serologic tests for syphilis do not become nega- 
tive immediately following rapid treatment. The 
progress to negativity takes place over a period of 
weeks to months and is characterized by a gradual 
decrease in quantitative serologic titer. It is im- 
portant and necessary to follow a routine of post- 
treatment observation to determine the results of 
treatment. Each patient should be examined every 
month during the first post-treatment year, every 
three months during the second year, each six 
months in the third year, and yearly thereafter. At 
each visit a thorough search for relapsing mucocu- 
taneous lesions should be made and a blood speci- 
men obtained for a quantitative S.T.S. Cerebro- 
spinal fluid examinations are indicated at either six 
or twelve months after treatment and another 
check-up is advisable at the end of two years. Such 
a routine will determine treatment failures, sero- 
logic or infectious relapse, and seroresistance. This 
assures the patient the greatest possible chance of 
cure by affording re-treatment at the earliest neces- 
sity. 

Reduction in blood reagin titer of treated pa- 
tients is usually greatest by the end of the first or 
second month.® In general, primary cases reach 
negativity in two to three months; secondary cases 
in three to six months. In most instances the longer 
a patient has had syphilis the longer it takes for 
the serologic test to become negative after treat- 
ment.!* Occasionally complement fixation titers of 
less than 10 persist for many months after treat- 
ment. Such cases should not be considered thera- 
peutic failures. In some cases followed by Thomas, 
complement fixation tests with titers below 10 per- 
sisted for more than three years before becoming 
entirely negative. However, in most of these pa- 
tients the titer had fallen below 10 within nine 
months. In early latent syphilis it will commonly 
take three or four years to reach seronegativity 
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after rapid treatment. Many latent cases will be 
seroresistant and a completely negative blood test 
will never be attained even though additional treat- 
ment is given. The management of seroresistance 
has been well discussed by Moore.’ Every physi- 
cian who sees patients with syphilis should read 
Meore’s excellent presentation. One of the greatest 
errors in the management of syphilis has been the 
tendency of many physicians to treat a positive 
blood test without taking into account the degree 
of activity of the syphilitic process. There is a point 
of adequate treatment beyond which no further 
therapeutic success can be attained. Overtreatment 
accomplishes nothing and is dangerous to the pa- 
tient when arsenicals and bismuth are used. Sero- 
resistance in treated latent syphilis is common. A 
persistently positive blood test in a well treated 
case of syphilis may represent only the scar which 
remains of a disease well healed. As Thomas states,!* 
the aim of therapy in early syphilis is to attain a 
negative serologic test, but in late syphilis the pur- 
pose of treatment is to prevent the progress of the 
disease and the development of late symptoms. At 
present the proper management of most cases of 
syphilis will consist of a rapid form of treatment 
utilizing penicillin, followed by post-treatment ob- 
servation and re-treatment in instances of thera- 
peutic failure, relapse or reinfection. 


After rapid treatment of syphilis, any one of the 
following situations may result: 


1. Cure. The S.T.S. gradually becomes negative 
over a varying period of time and remains perma- 
nently negative. All clinical signs of active syph- 
ilitic infection disappear. The cerebrospinal fluid is 
normal one year following treatment. 


2. Relapse. The S.T.S. reverts to negative or the 
complement fixation titer diminishes to low values, 
usually less than 10. Subsequently, there is a sharp 
rise in titer which is confirmed by repeated tests 
indicating serologic relapse, which usually precedes 
mucocutaneous relapse by about one month. 


3. Neuro-relapse. The spinal fluid cells and pro- 
tein are reduced to normal and the complement 
fixation titer falls; subsequently, the cells and/or 
protein increase to abnormal values and there is a 
rise in complement fixation titer. The blood may 
be either negative or positive as there is no correla- 
tion between the blood reagin titer and central 
nervous system involvement. 


4. Treatment failure. The blood reagin titer re- 
mains high or has not decreased significantly by 
six to twelve months after treatment. In central 
nervous system involvement the cells and/or pro- 
tein do not return to normal and/or the comple- 
ment fixation test remains of high titer. 


5. Seroresistance. The blood complement fixation 
titer falls to low values, usually less than 10, but 
never becomes completely negative or to rise 
sharply as in relapse. 


6. Reinfection. Definite evidence of cure has 
been attained followed by the appearance of new 
darkfield positive lesions of primary syphilis while 
the blood test is still negative. 


MEDICAL PROGRESS 


Re-treatment: 


In a certain percentage of patients who receive 
rapid treatment, subsequent additional therapy will 
be required in order to obtain a satisfactory thera- 
peutic response. The type of therapy to be used in 
these re-treatment cases has been discussed in the 
foregoing section on treatment. Re-treatment is in- 
dicated in relapse, reinfection, and treatment 
failure. 


All patients who relapse either serologically or 
clinically (recurrence of lesions) should be re- 
treated immediately. Most instances of relapse in 
early syphilis occur between the third and ninth 
post-treatment month. The occurrence of a definite 
rise in serologic titer over the immediately pre- 
ceding report at a routine post-treatment examina- 
tion indicates possible relapse. This titer rise should 
be maintained or increased in at least two or three 
repeated blood tests over a two to three weeks 
period before a diagnosis of relapse is finally con- 
cluded. The discovery of recurring lesions, espe- 
cially when they are darkfield positive, definitely 
establishes relapse. Usually infectious relapse and 
reinfection can be distinguished by carefully con- 
ducted serologic studies. Rein!® states that, follow- 
ing penicillin therapy in patients with early syph- 
ilis, there is usually a progressive reduction in 
serologic titer. In reinfection, patients attain and 
maintain complete seronegativity followed by the 
development of darkfield positive seronegative 
lesions at a new site. Shortly afterward there de- 
velop seropositive reactions with rapidly increasing 
titers. In relapse there is noted a sudden increase 
in serologic titer followed in about one month by 
clinical evidence of mucocutaneous relapse. By 
carefully following the patient’s serologic titer it 
is often possible to avoid the development of in- 
fectious relapsing lesions. 


In some patients there is a lack of the desired 
serologic response and titers remain high, denoting 
treatment failure. Thomas'® states that patients with 
primary or secondary syphilis who possess comple- 
ment fixation titers greater than 20, or flocculation 
titers greater than 32, nine months after rapid 
treatment should be re-treated. Those with comple- 
ment fixation titers between 10 and 20 may be ob- 
served for further drop in titer or re-treated as a 
precautionary measure. One should not expect a 
rapid drop in titer after re-treatment. Patients with 
normal spinal fluids but persistently low comple- 
ment fixation titers of less than 10 for more than 
one year after treatment require no further therapy 
unless marked and sustained rise in titer (relapse) 
ensues. 


In central nervous system syphilis, according to 
Thomas,'* the spinal fluid findings are the funda- 
mental guides to treatment. Indications for re- 
treatment are: (1) Failure of the cells and protein 
to become normal within six months; (2) A rise 
in cells or protein to abnormal values after they 
have been reduced to normal; or (3) A sustained 
rise in complement fixation titer after initial reduc- 
tion. Dattner, Thomas and Wexler® state that, if 
the cell count and protein content of the spinal 
fluid are reduced to normal by treatment and re- 
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main so, clinical progression or relapse in asymp- 
tomatic neurosyphilis rarely occurs, even though 
the Wassermann reaction persists unchanged or is 
only slightly to moderately improved. In most cases 
the complement fixation titer will be significantly 
reduced or drop to negative within one to six years 
without further treatment. Thomas!* feels that it is 
a mistake to treat patients for neurosyphilis until 
the spinal fluid Wassermann test becomes negative. 

In discussing relapse in treated neurosyphilis, 
Stokes and Steiger!? feel that observations should 
be carried out for at least one year in the absence 
of convincing evidence of progression before fur- 
ther treatment measures are adopted. 

Moore and Mohr’ state that penicillin exerts a 
prompt and dramatic effect on abnormalities of the 
spinal fluid. Affected in order of promptitude of 
action are the cell count, protein, colloidal curve 
and Wassermann reaction. The cell count in both 
early and late neurosyphilis is usually normal in 
ten to twenty-four weeks after treatment. The pro- 
tein usually reaches normal by the sixth month. 
They feel that the results of penicillin therapy in 
asymptomatic central nervous system syphilis are 
exce:dingly satisfactory since “activity” as signified 
by increased cells and protein disappears promptly 
in p, actically all cases. 


SUMMARY 


Syphilotherapy is at present in a state of great 
flux due primarily to the discovery of penicillin in 


1943. 


2. Accurate diagnosis is not always easy as re- 
cent experience has revealed that non-specific posi- 
tive serologic reactions are numerous. 


3. Quantitative serologic tests for syphilis are 
valuable in diagnosis and post-treatment observa- 
tion of syphilis. 

4. When penicillin alone is used in the treatment 
of syphilis large doses should be used. 


5. In cases requiring re-treatment the addition 
of arsenicals and bismuth to the penicillin schedule 
is advised. 

6. Penicillin therapy of syphilis in pregnancy is 
greatly superior to metal chemotherapy. 


7. The serologic test for syphilis does not be- 
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come negative immediately after treatment. All pa- 
tients must follow a routine of post-treatment 
observation. 


8. Results of treatment of neurosyphilis with 
penicillin have been very gratifying. 


9. The spinal fluid findings are the fundamental 
guides to treatment in central nervous system 
syphilis. 
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EDITORIALS 


Coronary Insufficiency 


The concept of coronary insufficiency has evolved 
over recent years in concert with the appreciation 
of the importance of dynamic functional equilibria 
in physiological processes. The strictly anatomic 
structural abnormalities disclosed by the minute 
pathologic studies of the Virchow school of path- 
ologists, while of great importance, have failed to 
explain many clinical phenomena observed during 
life. The absolute, static degree of abnormality, 
whether noted in the concentration of an electrolyte 
as an isolated finding, the venous pressure at rest, 
or the amount of coronary arteriosclerosis found 
at autopsy, does not reflect the functional effects of 
such abnormality on the organism as a whole. It 
is necessary to relate such abnormalities to ‘the 
working individual in physiologic balance. 

The concept of coronary insufficiency is, there- 
fore, a physiologic concept, one that relates not 
alone to the degree of coronary arterial lesion, or 
to the size of the heart as such, but to the balance 
between blood flow in the coronary arteries and the 
need of the myocardium for blood. Whenever the 
requirement of the myocardium for oxygenated 
blood exceeds the flow of blood to the myocardium 
at any given instant, a state of coronary insuffi- 
ciency may be said to exist. A significant degree of 
coronary arteriosclerosis may exist without func- 
tional coronary insufficiency if the exertional de- 
mands on the heart are limited. On the other hand, 
a modest degree of coronary arteriosclerosis may 
be productive of, functional coronary insufficiency 
when excessive work is demanded of the heart as 
in severe exertion or hyperthyroidism. If the work 
demanded of the heart is only moderate, and the 
degree of coronary arterial disease is modest, func- 
tional coronary insufficiency can result if the blood 
flowing through the coronary arteries is deficient 
in oxygen carrying hemoglobin as in severe ane- 
mia; or if the head of pressure responsible for the 


flow of blood through the coronary arteries is 
greatly reduced as in the hypotension of shock or 
tachycardia, or in aortic stenosis; or if the dias- 
tolic recovery of the heart is limited in rapid heart 
rates; or if the efficiency of the heart is reduced as 
in extra systoles and in cardiac irregularities with- 
out excessive rates. It is clear that the functional 
status of the coronary circulation is the resultant 
of many dynamic factors of which the most im- 
portant are: (1) the degree of narrowing of the 
coronary arteries; (2) the size of the coronary 
capillary bed in relation to the size of the heart 
(there may be a relative disproportion in cardiac 
hypertrophy with normal coronary vessels); (3) 
the presence of anemia; (4) the presence of an ab- 
normal metabolic rate; (5) the systolic head of 
pressure in the aorta; (6) the diastolic pressure; 
(7) the rate and regularity of the heart; (8) the 
work of the heart. It is apparent that strictly an- 
atomic studies will not show adequate correlation 
with the functional limitations of the individual 
during life. 

Various classifications of coronary insufficiency 
have been offered. That of Katz defines three 
groups: (1) acute transitory coronary insufficiency 
as in angina pectoris; (2) acute protracted coro- 
nary insufficiency, as in acute myocardial infarc- 
tion; and (3) chronic insufficiency, as in progres- 
sive coronary disease with myocardial fibrosis and 
eventual cardiac failure. This classification is help- 
ful and explains most examples of coronary insuf- 
ficiency. Thus angina pectoris, or acute transitory 
coronary insufficiency, reflects the temporary dis- 
proportion between blood flow and cardiac meta- 
bolic needs induced by effort or severe emotion. 
When the disproportion continues, or coronary in- 
sufficiency is protracted, as in coronary occlusion, 
prolonged shock from any cause, large doses of 
epinephrine, etc., irreversible changes occur in the 
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myocardium which result in myocardial infarction. 
Thus myocardial infarction can occur in the ab- 
sence of coronary occlusion if coronary insuffi- 
ciency is protracted enough. This fact has been well 
substantiated by the experiments of Blumgart and 
his co-workers. Likewise, coronary occlusion may 
occur without myocardial infarction if the collateral 
circulation from other coronary arteries is suffi- 
ciently adequate to prevent coronary insufficiency. 


Coronary insufficiency can be recognized by 
either the appearance of angina pectoris, myo- 
cardial infarction, or by the presence of character- 
istic ECG findings. The last may be present in the 
absence of symptoms but must be cautiously in- 
terpreted. The development of intraventricular 
block while the patient is being observed, or the 
presence of typical Q waves, ST segment contours, 
and T wave changes in combination are necessary 
for an unequivocal diagnosis of coronary insufh- 
ciency from the ECG alone. The use of unipolar 
exploring leads is expanding the usefulness of the 
ECG as a diagnostic tool in these cases. 


In doubtful cases, acute transitory coronary in- 
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sufficiency may be precipitated by various means 
such as inhalation of 10 per cent oxygen, epine- 
phrine, or a moderate exercise test. Levy has in- 
vestigated the effects of myocardial hypoxia in- 
duced by the inhalation of 10 per cent oxygen and 
his publications cite criteria for an abnormal re- 
sponse. However, the necessity for specialized equip- 
ment and reported serious effects from the proce- 
dure indicate that this method is not practical for 
ordinary clinical use. Epinephrine has produced 
myocardial infarction and also is not recommended. 
Exercise is the safest and most easily available 
method of inducing coronary insufficiency and a 
recent study with adequate controls has been pub- 
lished by Twiss and Sokolow. These authors de- 
fine the criteria for an abnormal ECG response to 
exercise. Needless to emphasize, careful observa- 
tion of the patient during the exercise test adds 
much to the value of the procedure. 

It is felt that the concept of functional coronary 
insufficiency as contrasted to organic coronary 
disease will be of considerable aid in understand- 
ing the symptoms and clinical course of patients 
with this pathophysiologic disturbance. 


Publie Relations and Medicine 


Public relations, like medical practice, often suf- 
fers from a lack or an ambiguity of definitions. 
Unlike those in medical practice, terms in public 
relations cannot be pinned down to specificity in 
some respects by the addition of a prefix or suffix. 

Get ten public relations professionals together 
and you will get ten definitions as to what public 
relations is. One authority wrote a book on the 
subject and completed 360 printed pages with the 
conclusion that he could not define the field. 

At a recent medical meeting where this topic 
was under discussion, the speaker admitted his in- 
ability to define the term but he did give the two 
requisites of a public relations program. First, he 
said, you must “be good or do good.” Second, you 
must “tell about it.” 

The medical profession of California has long 
been interested in the creation of better public re- 
lations, in a better public understanding of the 
profession’s aims and attitude. The need has been 
pointed up by attacks made on the profession by 
various lay critics, including a not inconsiderable 
number of highly placed politicians. The climax 
has come in the demand for a system of public 
medical care under the guise of an insurance pro- 
gram with compulsory features either admitted or 
implied throughout many legislative proposals. 

In reply to this need for public relations, Cali- 
fornia medicine has employed public relations 
counsel and has gone before the public with a long 
and costly campaign. It has brought out the weak 
points, the impossible provisions, of legislative pro- 
posals which would wreck sound medical practice 
in the effort to improve the spread of medical care. 
It has carried the message to the public and to the 


legislators. It has worked concurrently to advance 
as rapidly and as soundly as possible the availabil- 
ity of a substantial program of medical cost pre- 
payment through medicine’s own __ organization, 
California Physicians’ Service. 


There have been critics of this program, and 
even some who profess an ability to do the job 
better. Doubtless there have been errors in the 
commission of the numerous details which enter 
into the fulfillment of a campaign of such magni- 
tude. All in all, however, it must be recognized that 
progress has been made and that medicine stands 
higher in public esteem today in this state than it 
did two years ago. The very paucity of newspaper 
headlines concerning present proposals for com- 
pulsory health insurance argues in this direction. 


The campaign for the past two years has been of 
the “tell about it” nature. It has not had time to 
concern itself with the “be good or do good” side 
of public relations. Now, with the sting taken out 
of public disapproval, it may well be time to take 
stock of the current situation and to consolidate 
the gains already made. It may well be time to plan 
a campaign improving the plant by looking to the 
well-being of the roots. 

There are those in every profession, a minority 
to be sure, who bring discredit which can outweigh 
the good done by the majority. There are those in 
our profession who engage in practices which re- 
flect discredit, not always through thoughtlessness. 
There are doubtless a few who take deliberate ad- 
vantage of the public and whose practices present 
a problem of.control that may well demand police 
powers. 
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The existence of these factors indicates the need 
of a self-inspection and improvement. Continued 
education is one approach, founded upon factors 
both ethical and scientific. Spectacular measures 
may or may not be necessary; routine procedures 
can certainly be evolved to help much of the -prob- 
lem. And that “look into the mirror” ought to pro- 
duce results. 


EDITORIALS 


313 


Despite some unavoidable failures er faults, the 
C.M.A. has undoubtedly done a good job in the 
past two years in looking out for the “tell about 
it” side of public relations. This work should be 
continued, at least to the extent necessary to main- 
tain the position already gained. We must now take 
a closer look at the aspect of improved professional 
work and better ethics. 


Compulsory Government Health Service* 


Wa ter H. Jupp, M:D. 


Congressman, 5th District, Minnesota 


Our present system of medical service gives bet- 
ter average medical care than any other system in 
the world. That does not permit us to ignore the 
fact that under it many people below the average 
do not get adequate medical care. Doctors and den- 
tists and hospitals and health insurance companies 
exist for the benefit of the sick, not the reverse. 
Therefore, they must take a more active lead in 
making better care possible for the quarter of our 
population who do not have it, while retaining the 
essentials of the system which has done so well for 
the three-quarters—or else action will be taken by 
political groups which in the long run will not be 
good for either the patient or those who provide 
medical care. 

Present proposals for universal governmental 
control of medical service would lead to the evils 
of compulsion and concentration of power in an 
inevitably huge and sprawling bureaucracy. Why 
should any be so naive as to believe it would be 
more efficient and less dictatorial than other bureaus 
have been? Power feeds on power. Power also al- 
ways corrupts. 

The greatest evil is the regimentation and in- 
ferior grade of medical care which will inevitably 
result in a system which gives essentially the same 
rewards to the competent and the incompetent. It 
tends to hold down the former and hold up the 
latter. When the doctor or dentist gets paid by the 
government, then he works for the government, 


* Abstract of informal remarks before officers of the 
ae Medical Association, San Francisco, February 
12, 47. 


not the patient. There may be more equitable dis- 
tribution of such care as there is, but such care as 
there is in most cases will steadily deteriorate—as 
any person who has dealt with government medi- 
cine in the Army and Navy, or most veterans’ hos- 
pitals or state institutions can testify. 

Doctors and dentists and private insurance com- 
panies must experiment boldly with various plans 
in individual cities, counties, and states, until we 
can work out voluntary insurance systems on a 
sound actuarial basis which will bring the advan- 
tages of better distribution without deterioration 
of quality. Much progress is already being made in 
this direction—in California, Michigan, Minnesota, 
etc. 

We mu8&t also do a better job of selling to the 
public the dangers to them of government con- 
trolled medical service. The public has been told 
what that system would allegedly give. It has not 
realized what it will take away. But‘ doctors know. 
The dangers in the proposals are not to the doctors, 
but to the public, i.e. to the sick. 

Government allowances for the permanently dis- 
abled or infirm or aged are of course wholly to be 
approved. Also provisien for all who may be tem- 
porarily unable to pay for necessary service. 

The answer is to be found in formation of pri- 
vate medical insurance and sick and accident 
benefit organizations. They ought to be operated 
under private enterprise and not by government 
bureaus which would promptly yield to the tempta- 
tion to make a partisan political instrument of fed- 
eral socialized medicine. 
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Cliniecal- Pathological Conference 


LOS ANGELES COUNTY GENERAL HOSPITAL, NOVEMBER 27, 1946 


The patient, a 36-year-old Philippine male, was 
referred to the Social Hygiene Clinic by a phy- 
sican who reported in the spinal fluid a paretic 
colloidal gold curve. At that clinic on March 26, 
1946, the patient’s chief complaints were (1) dip- 
lopia, (2) numbness of the right side of the head 
and (3) frequency of urination. He had been 
treated for lues in 1934 and again recently. His 
blood serological test for syphilis was strongly 
positive. 

On the first examination the essential physical 
findings were these: head turned to right, pupillary 
inequality (right larger than left), bilateral hori- 
zontal nystagmus, paralysis of the left external 
rectus muscle and right ankle clonus. Hearing was 
defective in the left ear, which showed a tympanic 
scar. There was questionable right facial weakness. 
Visual fields were normal and cerebration seemed 
unaffected. The rest of the examination was essen- 
tially negative. Subsequent examinations revealed 
a pattern which, with a few minor inconsistencies, 
was one of progressive deterioration. Thus, on ad- 
mission to the hospital on March 28 there was no 
nystagmus, but there was paresis of the right in- 
ternal rectus muscle, left masseter weakness, and 
leftward deviation of the uvula, palate and tongue. 


On April 8 the patient was said to “feel a little 
better,” but the entire group of left ocular muscles 
was thought to be paralyzed. On April 26 there was 
first noted slurring of speech, impairment of 
memory, personality changes, sluggish, irregular 
pupils, impaired touch and pain sensation on the 
right, ataxia, broad base tabetic gait, tendency to 
fall to the right, questionable weakness of the right 
arm and hand, and lacrimation in the left eye. Also 
specified were paralysis of the left external rectus 
muscle, paresis of the left upward gaze, left lid lag, 
paresthesia and sweating of the right face and scalp 
and palatal deviation to the right. On May 13 a 
neurological examiner recorded involvement of the 
left sixth, seventh, ninth, tenth and eleventh nerves 
and the right pyramidal tract, the mesial lemniscus, 
the posterior longitudinal bundle and the inferior 
cerebellar peduncle. He recorded early left abdu- 
cens palsy, dissociated eye movements, left lid lag, 
absent pharyngeal reflex, uvula directed to the 
right, right hemiparesis with increased deep re- 
flexes and pathologic reflexes, complete right hemi- 
anesthesia including neck and face and ataxia of 
both sides, most marked on the left. The diagnosis 
was: “Picture of contralateral hemiparesis and 
hemianesthesia, ipsilateral hemiasynergia and ipsi- 
lateral lower cerebral nerve involvement with 
oculogyric paresis, indicating a lesion of the teg- 
mentum of the caudal pons, ventral enough to in- 
clude the pyramidal system—the picture of throm- 
bosis of a large median branch of the basilar 
artery, leutic thrombosis, possibly aggravated by 
the Herxheimer reaction following antileutic ther- 
apy. Good example of the pontile syndrome of 
Raymond-Cestan.” On June 8 the same examiner 


noted no signs of improvement. The patient was 
becoming increasingly lethargic and unresponsive. 
Death occurred July 17. 

Upon admission to the hospital the blood count 
was unremarkable. Quantitative Kahn and Wasser- 
mann tests showed four plus reaction with 0.025 
ccm. of serum. A single urinalysis showed 4-5 
white blood cells per high power field, with no 
other abnormalities. Spinal fluid showed pressure 
110 mm. of water, normal response to jugular com- 
pression, Pandy two plus, 13 lymphocytes, 2 poly- 
morphonuclear leukocytes, sugar 58 mg. per cent, 
chloride 712 mg. per cent, protein 0.10 mg. per 
cent, colloidal gold 23344444442. Kahn and Was- 
sermann negative. A second spinal fluid examina- 
tion on July 1 showed essentially the same pattern. 
Films of the chest April 9 and the skull and cer- 
vical spine April 27 were reported as essentially 
negative. 

The patient was vigorously treated with thiobis- 
mol, mercury succinimide, typhoid vaccine and 
penicillin, without response. 

Two other unexplained phenomena were (1) the 
patient’s consistent complaint (corroborated on the 
ward) of urinary frequency and (2) the appear- 
ance of clots and bright blood in a number of 
stools. A rectal consultant on May 13 reported no 
obvious disease other than a large prostate and 
recommended return for further examination follow- 
ing proper preparation. On April 18 the intern had 
recorded marked urinary frequency without loss of 
bladder control. However, no urologic study was 
done. 


Clinical Diagnosis: Meningovascular lues. 


CLINICIAN’S DISCUSSION 


Dr. Hoxie*: The complex array of neurological 
signs and symptoms can all be attributed to a lesion 
in the pons more on the left side. This lesion might 
be vascular, but the patient is young for arterio- 
sclerosis and has no hypertension. The onset and 
course are too gradual for embolism. A tumor is a 
possibility, but on this basis the normal spinal fluid 
pressure, the fever, and the associated symptoms of 
blood in the stools and frequency of urination are 
hard to explain. Secondary carcinoma from a pri- 
mary in the bowel or urinary tract is not likely to 
be limited to the pons. A negative chest plate does 
not rule out bronchogenic carcinoma. 


The blood Wassermann and Kahn tests. were 
strongly: positive but it is highly improbable that 
the central nervous system lesion was caused by 
syphilis. The mild but definite changes in the spinal 
fluid cells and proteins should be ‘accompanied by 
a positive spinal fluid Wassermann and Kahn tests 
if the changes were caused by a syphilitic lesion. 


*Dr. Harold Hoxie, Assistant Professor of Medicine, 
College of Medical Evangelists, and Attending Physician. 
Los Angeles County General Hospital. 
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Syphilis of the bladder is rare and usually there is 
dysuria and hematuria as well as frequency. An- 
other reason to think syphilis was not to blame was 
the failure to respond to vigorous anti-syphilitic 
therapy. 

The complaint of frequency of urination asso- 
ciated with a brain lesion suggests the possibility 
of a diabetes insipidus. The neurological symptoms 
and signs would suggest a lesion too far posterior 
to involve the pituitary stalk and no mention is 
made of polyuria or increased thirst. The emphasis 
on frequency suggests that there was cystitis. 

A febrile course of moderate severity suggests an 
infection. The prolonged course and _ persistence 
while under treatment with penicillin favors a 
granulomatous type of infection. Tuberculosis could 
account for all this patient’s symptoms and signs. 
In tuberculosis the blood count is likely to appear 
unremarkable. Penicillin does not control fever 
caused by tuberculosis. The cystitis may have been 
tuberculous although there is usually associated 
dysuria. Tuberculous cystitis is usually secondary 
to active tuberculosis of the kidneys or genitalia. 
We have no evidence on which to rule out tuber- 
culosis of the kidney, and the prostate was said to 
be large. The scanty findings in the urine are not 
unusual in the presence of urinary infection, espe- 
cially tuberculosis. This is especially true when 
only one sample is examined. 

The bleeding from the bowel could be caused by 
tuberculosis but this disease is not too frequent in 
the rectum or anus, the usual source of bright red 
blood in the stool. Rectal lesions seem to have been 
ruled out by the proctoscopic examination. 

A tuberculoma in the pons could account for the 


neurological signs. Tuberculomas seem to occur’ 


more commonly subtentorially. The increased cells 
with lymphocytes predominating and the increased 
protein are consistent with a small amount of 
meningitis about the tuberculoma. The spinal fluid 
changes are too mild and the lesion in the pons too 
well defined for the whole neurological picture’ to 
be due to tuberculous meningitis. A negative chest 
x-ray does not necessarily mean that tuberculosis 
does not exist in other organs. 

The fungus disegses, coccidioides, actinomycosis 
and blastomycosis may produce focal lesions in the 
brain and also meningitis. If due to actinomycosis 
or blastomycosis, there should have been lesions 
evident in other organs. The basal meningitis 
caused by coccidioides usually causes obstruction 
to the flow of spinal fluid due to the gelatinous 
character of the exudate. 

I believe the most likely explanation of this pa- 
tient’s symptoms is that he had a tuberculoma of 
the pons with slight meningitis and tuberculosis of 
the bladder, kidneys and prostate. 

Dr. Hoxie’s Diagnosis: Tuberculoma, left pon- 
tile area, tuberculous meningitis (slight) ; tubercu- 
losis, kidney, bladder, prostate. 


REVIEW OF PATHOLOGY 


Dr. Huntincton*: Dr. Hoxie’s score remains 


*Dr. Robert Huntington, Jr., Associate Professor of 
Pathology, University of Southern California, School of 
Medicine, and Attending Physician, Los Angeles County 
General Hospital, 
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perfect. There was extensive caseous tuberculosis 
of both kidneys and both ureters with tuberculous 
ulceration of the bladder. The lungs showed numer- 
ous nodules 3 to 4 mm. in diameter with caseous 
centers. Acid-fast bacilli were readily demonstrated 
on smear from these lesions. The pulmonary nod- 
ules were thought to represent hematogenous dis- 
semination. A similar interpretation seems justified 
for the tuberculous ulceration of the cecum, which 
was apparently the source of the intestinal bleeding 
described in the protocol. In the majority of cases 
of intestinal tuberculosis the accepted explanation 
is that of swallowed sputum. However, in rabbits 
inoculated intravenously one frequently sees in- 
volvement of the ileocecal region, and in our ex- 
perience with small inocula and chronic infections 
in the rabbit, pulmonary cavitation was quite un- 
usual. Moreover, I have seen a number of rabbits 
in which the only evident tuberculosis was in the 
cecum. Such observations incline me to the belief 
that in the rabbit the cecal region is a focus favor- 
able for localization of tubercle bacilli’ dissemi- 
nated by the blood stream. (This case suggests a 
similar hypothesis for man). There was a large 
tuberculoma in the left pontile region, just as Dr. 
Hoxie has predicted. There was also scattered, 
rather meager tuberculous meningitis. 

This case illustrates, among other things, the 
danger of assuming that everything is syphilitic in 
an individual with a positive serological test. In 
this case there were minor, rather nondescript 
changes in the aorta. We were unable to make a 
definite interpretation of these changes. No other 
anatomical explanation of the serologic findings 
was apparent. Recent reports have agreed that a 
positive serologic test does not necessarily indicate 
active lues. In yaws, which is thought to be a self- 
limited disease, a persistently positive serologic test 
was the rule in our Samoan experience. 

Anatomical Diagnosis: Tuberculoma of brain, 
left pontine area; tuberculous meningitis; pul- 
monary tuberculosis of lungs; tuberculosis, general- 
ized; tuberculosis, large bowel; tuberculosis, renal. 


DISCUSSION 


Dr. Carter*: Considering in retrospect the 
roentgenograms of the chest, skull and cervical 
spine made in April, 1946, no occasion is seen to 
challenge the negative reports originally made on 
these examinations. The roentgenogram of the chest 
is of some interest. Since three months elapsed be- 
tween the roentgenogram and death, it is quite 
likely that the miliary involvement of the lungs 
rose to visibility after the examination was made. 
This is not necessarily true, however. Miliary tuber- 
culosis can occur, which is not evident on the film, 
so that a so-called negative chest will not exclude 
miliary tuberculosis. 

Paul Steiner has emphasized this point in spe- 
cial relation to miliary tuberculosis in childhood, 
finding that visibility depended largely upon the 
amount of calcification or caseation in the indi- 
vidual tubercles. 


*Dr. Ray A. Carter, Clinical Professor of Radiology, 
University of Southern California, School of Medicine, and 
Chief Radiologist, Los Angeles County General Hospital, 
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NOTICES AND REPORTS 


E. Vineent Askey, M.D.—C.M.A. President-Elect 


The demographer with his reams of statistics on 
population trends, the civil engineer with his data 
on the stress and strain of materials, and the cor- 
poration attorney with all manner of decisions at 
his finger-tips have much in common. They are 
dealing with abstract figures, useful and construc- 
tive, of course, but nevertheless, lifeless. Not so, the 
biographer. While he must perforce take refuge at 
times under the shelter of certain statements of 
fact, his primary concern lies in a presentation and 
interpretation of what might properly be termed 
the biographic dynamics of his subject. He asks 
and answers the question: “What makes this man 
stand out as a leader among his fellows?” 


Dr. E. Vincent Askey was born in Sligo, Penn- 
sylvania, where he received his early education in 
the public schools. Upon completion of the eighth 
grade, he moved with his family to Hoquiam, Wash- 
ington, where he attended High School, graduating 
in 1913. Back in the East, he attended Allegheny 
College in Meadville, Pennsylvania, for four years. 
completing the course with the degree of Bachelor 
of Science in 1917. His under-graduate medical 
training was at the University of Pennsylvania 
where he obtained the degree of Doctor of Medi- 
cine in 1921. Internship and Residency were com- 
pleted in Philadelphia. 


He is a member of Alpha Omega Alpha honorary 
fraternity, Delta Tau Delta social fraternity and 
Nu Sigma Nu medical fraternity. 

Dr. Askey’s professional interests have always 
been in surgery, to which field he limits his work, 
having practiced in Los Angeles for over twenty 
years. He became a Fellow of the American College 
of Surgeons in 1929, He is married and the father 
of three children, one daughter and two sons. 

A Methodist by early training and later inclina- 
tion, Dr. Askey has been active in the Westwood 
Community Methodist Church, having for several 
years served as a Trustee in that organization. 

So much for the mere perfunctory chronicling 
of biographical data. Now, for a look at the in- 
tangibles in his history which, as is so often the 
case, are of far greater importance in explaining 
why ‘he should be chosen to lead the California 
Medical. Association. 


Early in his professional career, Dr. Askey be- 
came interested in civic affairs as well as in the 
economic phases of medical practice. He was a 
member of the Los Angeles School Board from 
1937 to 1943, serving as that body’s President dur- 
ing the year 1941. Sitting on that Board, he con- 
tributed much to the establishment of an improved 
curriculum and received in turn invaluable insight 
into an important phase of a State-regulated venture. 


Medical organizations have always attracted him. 
He plunged wholeheartedly into the activities of 
the Los Angeles County Medical Association as its 
Secretary-Treasurer during the years 1935 to 1937, 
and served as its President in 1943. During the 
first three of the past six years, he was Vice-Speaker 
of the House of Delegates of the California Medical 
Association and during the past three years, he has 
been Speaker, taking a most active part in the de- 
liberations of the Council and of the Executive 
Committee. To him is due credit for introducing 
before the Council a resolution calling for a thor- 
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ough study of the California Medical Association’s 
public relations, and resulting in the employment 
of Foote, Cone & Belding to conduct the excellent 
survey which has been the basis for our highly 
successful program of public education. He is now 
serving his second term as delegate to the American 
Medical Association. 
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Dr. Askey succeeds a long line of capable prede- 
cessors who have contributed unselfishly and most 
effectively to the welfare of the State Association. 
His background, training and accomplishments to 
date leave no doubt that he will make a worthy 
contribution to the ideals and aims of Organized 
Medicine. 


Cancer Commission’s Revised Studies To Be Published 
in California Medicine, Then Bound as Manual 


A special committee of the Cancer Commission 
of the California Medical Association has been 
working for the past two years in revising the 
original Cancer Commission studies in order to 
prepare a new Cancer Manual for distribution to 
the physicians of this state. This Manual will first 
appear in serial form in a special section of Ca.t- 
FORNIA MEDICINE. Reprints of these chapters will 
be assembled and bound as a California Cancer 
Manual which will be sent on request to any mem- 
ber of the California Medical Association. 


This revision of Cancer Commission studies has 
been prepared to aid the practicing physician in 
the diagnosis and management of early cancer. 
Early cancer is curable, and the present high mor- 
tality of the disease is largely due to the unneces- 
sary period of delay between the onset of the lesion 
and the time of effective treatment. The present 
public health education is making the public cancer 
conscious, and is giving the practicing physician a 
better opportunity for earlier diagnosis and more 
effective treatment. 


The original Cancer Commission Studies were 
prepared in 1932 to 1934 by special committees of 
the Cancer Commission, consisting of 200 physi- 
cians representing a cross-section of the medical 
profession in California. These committees worked 
for approximately two years in collecting the most 
up-to-date opinion regarding the methods of diag- 
nosis and adequate treatment of early cancer in the 
various regions of the body. These studies were 
published in CALIFORNIA AND WESTERN MEDICINE, 
and were assembled into a reference manual for 
distribution to the physicians in California. 

Since that time excellent cancer manuals have 
been published by the State Medical Societies of 
Iowa, Massachusetts, and Michigan. The [Illinois 
State Medical Society has published a manual in 
serial form which has been distributed bi-monthly 
to the members of the Society as the Jllinois Cancer 
Bulletin. Several other State Societies have distrib- 
uted this Bulletin throughout their membership. 

The Commission believes that progress in cancer 
control depends on more prompt diagnosis and im- 
mediate adequate treatment. The private physician 
who first sees the cancer patient can control the 
unnecessary delay that is causing approximately 
25 per cent of our cancer mortality. These Cancer 
Commission Studies are designed to aid the physi- 
cian in a more effective approach to the cancer 
problem in his private practice. 


A list of the proposed articles to be included in 
the Cancer Commission Manual follows: 


1. The Cancer Problem, General Considerations 
David A. Wood, M.D. 
2. Principles in the Treatment of Cancer 
Emile Holman, M.D. 
3. Radiation Therapy of Cancet............ R. R. Newell, M.D. 
4. Examination of the Cancer Patient, Otto Pflueger, M.D. 
5. Biopsy—Indications, Technique and Safeguards 
A. G. Foord, M.D. 
6. Cancer of the Skin.........................- H. F. Ullmann, M.D. 
7. Cancer i Ian Macdonald, M.D. 
8. Cancer of the Mouth and Tongue......G. S. Sharp, M.D. 
9. Cancer of the Tonsil and Pharynx, L. F. Morrison, M.D. 
10. Cancer of the Larynx Simon Jesberg, M.D. 
11. Cancer of the Thyroid Robertson Ward, M.D. 
12. Cancer of the Lung John C. Jones, M.D. 
13. Cancer of the Esophagus. Brodie Stephens, M.D. 
14. Cancer of the Breast.......................... A. R. Kilgore, M.D. 
15. Cancer of the Stomach...........................- H. G. Bell, M.D. 
16. Cancer of the Colon.................. R. A. Scarborough, M.D. 
17. Cancer of the Rectum and Rectosigmoid 
W. H. Daniel, M.D. 
18. Cancer of the Liver, Gallbladder and Pancreas 
Eric Larson, M.D. 
19. Cancer of the Kidney’and Cancer of the Testicle 
Frank Hinman, M.D. 
20. Cancer of the Bladder.......................... A. J. Scholl, M.D. 
21. Cancer of the Prostate...................... R. W. Barnes, M.D. 
22. Cancer of the Ovary and Fallopian Tube 
Erle Henriksen, M.D. 
23. Cancer of the Corpus Uteri.................H. N. Shaw, M.D. 
24. Cancer of the Cervix Uteri.................. H. F. Traut, M.D. 
25. Tumors of the Brain and Spinal Cord 
H. C. Naffziger, M.D. 
26. Sarcomas of Soft Tissues John Budd, M.D. 
SE Man « INN ic ean a ae Donald King, M.D. 
28. Lymphoblastomata Angus Wright, M.D. 
29. Malignant Disease In Childhood John Kenny, M.D. 


Report on American Cancer 
Society Directors’ Meeting 


Dr. David A. Wood, Regional Director of the 
Sixth District and Secretary of the California Divi- 
sion, attended the annual meeting of the Board of 
Directors in Chicago on March 8. Doctor Wood 
returned thoroughly satisfied and highly enthusi- 
astic with regard to the work and program of the 
National Society. His report of that meeting to the 
California Division is in part. as follows: 

The officers of the American Cancer Society 
elected at that meeting were: President, Dr. E. P. 
Lehman, University of Virginia Hospital; Vice 
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President, Dr. L. W. Larson, Bismarck, North 
Dakota; Medical and Scientific Director, Dr. A. W. 
Oughterson; Chairman of the Board of Directors, 
Mr. Eric A. Johnston; Treasurer, Mr. J. Ernest 
Allen; Secretary, Mr. Charles D. Hilles, Jr.; As- 
sistant Secretary, Mr. Harry A. Murphy; Executive 
Vice President, Mr. Douglass Poteat; National 
Commander of the Field Army, Mrs. H. V. Milligan. 


The annual meeting of the Society has been 
changed from March to the fourth Friday in Oc- 
tober of each year. The next meeting will be Octo- 
ber 29, 1947. The Board of Directors will meet 
four times a year in the months of October, Jan- 
uary, March and June. At least one meeting a year 
will be held in Chicago. The National Executive 
Committee will meet each month in which the 
Board of Directors does not meet. 


Dr. Frank E. Adair, retiring President, an- 
nounced that last year the American Cancer So- 
ciety had contributed to research on cancer $3,- 
500,000, the largest sum ever before devoted 
exclusively in one year to research on cancer. Also, 
the American Cancer Society deserves much credit, 
through its educational program last year, for 
activating the participation in and the increased 
support of cancer research by the United States 
Government. The budget of the United States Pub- 
lic Health Service for cancer in 1945 was $500,- 
000; for grants-in-aid to research on cancer was 
less than $100,000. For 1946 the budget of the 
National Cancer Institute had been increased to 
$1,250,000 and grants-in-aid by that federal agency 
had been increased to $500,000. This three-fold in- 
crease in the appropriation is largely due to the 
educational program of the American Cancer 
Society. 

Mr. James S. Adams, Chairman of the Executive 
Committee, reported on the various problems that 
have beset the American Cancer Society in the past, 
reporting on matters of policy past, present and 
future. Mr. Adams reported that the financial setup 
of the Araerican Cancer Society is now on a firm 
basis and this year has been complimented by vari- 
ous rating ‘services. He reported that the Medical 
and Scientific Committee plans meeting with the 
deans of the medical schools referable to cancer 
research, education, and fellowships. At the present 
time, it is difficult to find men of proper qualifica- 
tions to take the fellowships that have been offered 
by the American Cancer Society. 


Mr. Adams reported that the American Cancer 
Society disapproved the Neely-Pepper Bill for 
$100,000,000 on the basis that there is no way at 
present to properly spend such an amount. The 
Executive Committee will probably recommend that 
a sum somewhat in excess of the present fund 
should be increased to a level commensurate with 
the present facilities and personnel,—that the sum 
should not represent a figure picked out of the air. 
To give the public the idea that cancer can be 
solved by merely appropriating a large sum of 
money may do a great harm through impatient 
disillusionment. Mr. Adams feels that the American 
Cancer Society should approve a federal appropria- 
tion of up to $5,000,000 but not beyond that until 
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proper facilities and problems to properly use 
more money become available. 


Mr. Adams reported that cooperative relation- 
ship has been achieved with the American Red 
Cross, the American Tuberculosis Association, and 
the National Foundation for Poliomyelitis. Dr. 
A. W. Oughterson, Medical and Scientific Direc- 
tor, reported that the American Cancer Society has 
a working relationship with the American Medical 
Association, the American College of Surgeons and 
the American College of Radiology. 

Doctor Oughterson stated that there are two 
main approaches to promote cancer control: 


1. Stimulate the maximum use of methods al- 
ready available for the prevention, diagnosis and 
treatment of cancer. 

2. Support research for new methods of preven- 
tion, diagnosis and treatment. 

In order to achieve maximum efficiency in the 
methods now available, the four following objec- 
tives must be obtained: 


1. Lay education. 

2. Early diagnosis. 

3. Prompt treatment. 
4. Adequate treatment. 


In the field of lay education, the American Can- 
cer Society in publishing Cancer News, which will 
be widely distributed to the County Branches. Two 
motion pictures with sound tracks are ready for 
distribution and another is soon to be released. 
Also, new radio releases and exhibits are in prepa- 
ration. In professional education, The American 
Cancer Society will shortly publish a magazine for 
physicians. Special arrangements have been made 
with the American Medical Association to publish 
sixteen articles a year on cancer. Material is being 
assembled for refresher courses for practicing phy- 
sicians, which includes necessary charts and _lan- 
tern slides. 

Doctor Oughterson reported that there are 116 
detection centers in this country, 66 of which are 
supported in toto by the American Cancer Society. 
Doctor Oughterson emphasized the value of detec- 
tion centers and their possibilities but called atten- 
tion to the fact that because of the present short- 
age of physicians there are not sufficient doctors to 
open a large number of detection centers through- 
out the country. 

Mr. Robert W. Hudgens, the newly appointed di- 
rector of Field Organization, emphasized that there 
must be an intensive effort at organization through- 
out the United States to fit in behind the campaign 
and to continue the work throughout the year. 

The next meeting of the Board of Directors will 
be held in New York on June 6. 


In Memoriam 


CALLANDER, CuRLE Latimer. Died suddenly in San Fran- 
cisco, on March 31, 1947, age 54. Graduate of Johns Hop- 
kins University School of Medicine, Baltimore, 1917. 


Licensed in California in 1920. Doctor Callander was a 
member of the San Francisco County Medical Society, the 
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California Medical Association, and a Fellow of the Ameri- 
can Medical Association. 


+ 


Crase, Hersert Ricuarp. Died February 21, 1947, age 
44, Graduate of Stanford University School of Medicine, 
1927. Licensed in California in 1927. Doctor Crase was a 
member of the Los Angeles County Medical Association, 
the California Medical Association, and a Fellow of the 
American Medical Association. 


+ 


Fenton, WALTER WALLACE. Died in Loma Linda, March 
21, 1947, of a heart attack. Graduate of Vanderbilt Uni- 
versity School of Medicine, Nashville, 1914. Licensed in 
California in 1915. Doctor Fenton was a Retired member 
of the San Bernardino County Medical Society, the Calli- 
fornia Medical Association, and an Affiliate Fellow of the 
American Medical Association. 


+ 


Hatioran, Curis Ricwarp. Died March 8. 1947, age 51. 
Graduate of the University of Texas Medical Branch, 
Galveston, 1923. Licensed in California in 1926. Doctor 
Halloran was a member of the Los Angeles County Medi- 
cal Association, the California Medical Association, and 
a Fellow of the’ American Medical Association. 


+ 


Harwoop, Rorert SAMUEL. Died March 11, 1947, age 
56. Graduate of the Chicago College of Medicine and 
Surgery, 1915. Licensed in California in 1938. Doctor Har- 
wood was a member of the Los Angeles County Medical 
Association, the California Medical Association, and a 
Fellow of the American Medical Association. 


+ 
Kuset, Ext AprAHAm. Died in Oroville, March 19, 1947, 


of cerebral arterio sclerosis and apoplexy, age 72. Grad- 
uate of the Cooper Medical College, San Francisco, 1895. 


CALIFORNIA MEDICAL ASSOCIATION 319 


Licensed in California in 1895. Doctor Kusel was a mem- 
ber of the Butte-Glenn County Medical Society, the Cali- 
fornia Medical Association, and a Fellow of the American 
Medical Association. 


+ 


MELvin, JoHN JosepH. Died in Oakland, April 7, 1947, 
of myocardial infarction due to arteriosclerosis, age 45. 
Graduate of Creighton University School of Medicine, 
Omaha, Nebraska, 1927. Licensed in California in 1939. 
Doctor Melvin was a. member of the Alameda County 
Medical Association, the California Medical Association, 
and a Fellow of the American Medical Association. 

+ 


Rorerts, ArcHIE Marvin. Died in Los Angeles, April 
1, 1947, of a heart attack, age 44. Graduate of Stanford 
University School of Medicine, 1929. Licensed in Calli- 
fornia in 1929. Doctor Roberts was a member of the Los 
Angeles County Medical Association, the California Medi- 
cal Association, and a Fellow of the American Medical 
Association. 


+ 


TrePPER, GILBERT BERNARD. Died at age 44 in Los An- 
geles, April 4, 1947, of a heart ailment. Graduate of the 
University of Illinois College of Medicine, Chicago, 1927. 
Licensed in California in 1929. Doctor Tepper was a 
member of the Los Angeles County Medical Association, 
the California Medical Association, and a Fellow of the 
American Medical Association. 


+ 


Van Scoyoc, James Guy. Died in Los Angeles, March 
23, 1947, after a brief illness; age 57. Graduate of Creigh- 
ton University School of Medicine, Omaha, Nebraska, 1914. 
Licensed in California in 1931. Doctor Van Scoyoc was a 
member of the Los Angeles County Medical Association, 
the California Medical Association, and a Fellow of the 
American Medical Association. 
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NEWS and NOTES 


NATIONAL © STATE ® COUNTY 


ALAMEDA 


“The Governor, according to newspaper reports, is 
selling something he cannot produce when he prom- 
ises a hospital for everybody,” Dr. James M. Neil of 
the Alameda County Medical Association told the 
City Commons Club of Berkeley in a recent address 
on Voluntary Health Insurance. “We are short about 
860 beds in Alameda County, and this ratio fairly 
represents the situation in other communities,” Dr. 
Neil said. Comparing voluntary medical care plans 
and state medicine in another phase, the speaker 
said: “Our experience teaches us that unless you have 
confidence in your doctor you had better look for 
another doctor. You would not have that privilege 
under the compulsory plan.” 


Dr. Marshall C. Cheney, physician in charge of 
student health, University of California, Berkeley, has 
been awarded one of three new research grants 
awarded last month by Sharp & Dohme, Inc., Phila- 
delphia. The grant is in support of Dr. Cheney’s re- 
search into the possibility of preventing the common 
cold by means of respiratory vaccines. 


BUTTE-GLENN 


Dr. Darius S. Caffaratti, medical superintendent of 
Butte County Hospital, has submitted his resignation 
to the board of supervisors, effective May 31. Dr. 
Gaylord W. Boom, Los Gatos physician, who was 
discharged in December from the Army Medical 
Corps, has been named to succeed him. 


LOS ANGELES 


Dr. Louis E. Martin has been appointed president 
of the board of directors of the Los Angeles County 
Tuberculosis and Health Association, succeeding Dr. 
Reginald H. Smart, who took over the office of first 
vice-president. The new officers were chosen at a 
meeting at the Biltmore at which Dr. Emil Bogen, 
director of laboratories at Olive View Sanitorium, 
and Dr. William Paul Thompson, vice-president of 
the Los Angeles Heart Association, spoke to the 
group about the so-called “miracle drugs” and their 
uses in the treatment of tuberculosis and heart disease. 


Dr. George S. Sharp, of Pasadena, a member of the 
California Cancer Commission, represented the Cali- 
fornia Medical Association as a speaker at an Institute 
on Cancer attended by approximately 200 public 
health nurses from the western half of Los Angeles 
County. This was one of 12 institutes started over 
the state February 1 to inform the California Public 
Health Association and its nurses of the new duties 
connected with cancer patients. The program is the 
result of combined efforts of the California Cancer 
Commission, California Health Department and Cali- 
fornia Medical Association to register and follow up 
as many cancer patients in the state as possible. 
Progress was reported by Dr. Sharp and Dr. Lester 
Breslow, chief medical officer of the California Health 
Department. 


Dr. Mary N. Wilkinson, a former Fresnan, has 
been appointed assistant Fresno County and City 


Health officer. She succeeds Dr. Richard Carter, who 
retired in January. Dr. Wilkinson, who is a graduate 
of the College of Medical Evangelists, interned in the 
Shanghai, China, Sanatarium and Hospital where she 
later became resident pediatrician. 


Plans to finance certain selected young doctors in 
one to three years of advanced training were revealed 
with the formal announcement last month of the 
establishment of the Moore-White Medical Founda- 
tion. The purpose of the foundation, according to Dr. 
H. D. Van Fleet, secretary, will be threefold—to 
enable young doctors to gain more training in chosen 
fields of specialization, to conduct scientific research, 
and to provide diagnostic facilities and treatment for 
worthy persons not eligible for admittance to chari- 
table institutions. 

The Foundation will appoint, as fellows, selected 
young doctors who have just completed their intern- 
ships and give them one to three-year advanced train- 
ing in hospitals and at the clinic, in surgery, medi- 
cine, obstetrics, radiology and other branches of medi- 
cine. It will guarantee the fellows a fixed annual in- 
come in keeping with accepted Schedules in other 
foundations. 


FRESNO 


Dr. V. S. Briden, recently released after nearly 
seven years’ service in the Navy Medical Corps, has 
established his office in Fresno. He will limit his 
practice to neuropsychiatry, a field in which he worked 
exclusively in the last. five years of his naval service. 
Dr. Briden interned in the Fresno County General 
Hospital following his graduation from the Univer- 
sity of Iowa in 1936, Before entering the Navy, Dr. 
Briden practiced in Merced. 


NAPA 


Dr. Dwight H. Murray attended a recent meeting 
of the trustees of the American Medical Association 
in Chicago. 


Dr. David B. Williams, chief surgeon in charge of 
the medical staff at the State Veterans’ Home at 
Yountville will be promoted next fall to the superin- 
tendency of one of the large State hospitals, accord- 
ing to the Napa Register. He will be succeeded at 
Yountville by Dr. Floyd I. Hohnstein, now assistant 
chief surgeon. Dr. Williams, who is a psychiatrist as 
well as physician and surgeon, served four years as 
a commander in the Navy during World War II in 
charge of an Allied base hospital in French Morocco. 
Dr. Hohnstein also served in World War II for three 
and a half years in the South Pacific as a Navy 
commander. 


PLACER-NEVADA-SIERRA 


Resignation of Dr. Michael F. Flately from the 
medical staff at Napa. State Hospital has been an- 
nounced by Dr. Theodore K. Miller, superintendent 
of the institution. Dr. Flately for the past two years 
has been in charge of the tuberculosis unit at the 
hospital. Previously he was connected with the Wei- 
mar Sanitarium in Placer County. 
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SAN DIEGO 


In a recent address to the local Community Welfare 
Council, Dr. Sam J. McClendon, then president of the 
California Medical Association, advocated a $200 mil- 
lion state fund to finance private hospital construc- 
tion. Dr. McClendon proposed a constitutional amend- 
ment authorizing the loan fund, without which he 
said the state could not meet its minimum hospital 
needs. 


The San Diego Department of Public Health and 
the San Diego Tuberculosis and Health Association 
are setting up a Case Registry of all known cases of 
tuberculosis in the county to provide, for administra- 
tive purposes, a complete and easily accessible record 
of all the vital facts about tuberculosis patients and 
contacts from the beginning to the end of their ob- 
servation. 


In the management of individual patients the regis- 
ter will be used to indicate the location and move- 
ment of patients at all times; to indicate changes 
in the diagnosis, form of the disease, clinical status, 
+ sputum status, and kind of supervision of patients; 
and to indicate deficiencies in the supervision of in- 
dividual patients or contacts, or both. 


For general administrative purposes the expected 
value of the register would be in improving cases 
reporting, helping in appraising the tuberculosis 
problem of the community, in evaluating the ef- 
fectiveness of control measures, in planning and or- 
ganizing additional activities, and in supervising and 
evaluating the work of public health nurses. It would 
also be an available source of information for research 
purposes. 


SAN FRANCISCO 


Dr. David A. Wood of San Francisco has been 
elected to the board of directors of the American 
Cancer Society. For the past year he has been sec- 
retary of the Cancer Commission of the California 
Medical Association and of the California division 
of the American Cancer Society. 


The University of California Medical School, in 
association with University Extension, University of 
California, announces a course in the Application of 
Nuclear Physics to the Biological and Medical Sci- 
ences. To be given at the Medical Center in San 
Francisco from June 30 through July 18, 1947, it will 
consist of didactic lectures, laboratory demonstra- 
tions and seminars for roundtable discussions, and 
will be open to individuals in the fields of medical 
and biological research. Requests for detailed infor- 
mation are to be addressed to Stacy R. Mettier, M.D., 
Head of Postgraduate Instruction, Medical Exten- 
sion, University of California Medical Center, San 
Francisco 22, California. 


A two-day sectional meeting of the American Col- 
lege of Surgeons, embracing California, Nevada, Ari- 
zona, Utah and Oregon, was held April 5 and 6 at 
the Fairmont Hotel, San Francisco. Chairman of 
local arrangements for the meeting was Dr. Fred- 
erick S. Foote, assisted by a committee including 
Drs. H. Glenn Bell, Everett Carlson, John W. Cline, 
G. Daniel Delprat, Anthony B. Diepenbrock, Sumner 
Everingham, Franklin I. Harris, William J. Kerr, 
Ray H. Kistler, Kirk Prindle, Dexter N. Richards 
and Anthony J. J. Rourke. Dr. Howard C. Naffziger 
of San Francisco, regent of the American College of 
Surgeons, presided at the meeting. 


SAN JOAQUIN 


Under the chairmanship of Dr. Don C. Harrington, 
the San Joaquin County Blood Bank Committee has 
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undertaken the organization of a blood bank which 
will be patterned on those operating successfully in 
San Mateo and San Francisco. To be set up in Stock- 
ton, the blood bank will be sponsored by the San 
Joaquin County Medical Society along with other 
organizations. 


SAN LOUIS OBISPO 


Dr. George Watts Tape died March 11 of a cere- 
bral hemorrhage at Shell Beach, California. Born at 
Highgate, Ontario, Canada, in 1865, Dr. Tape was 
graduated from Wayne University Medical College 
about 1890. He practiced mostly in Oregon and 
Washington before 1915. Since coming to California 
he had been engaged in the management of hotel 
spas at Arrowhead and Paso Robles. 


SAN MATEO 


Dr. Harold Marks of Tacoma, Washington, has 
been appointed superintendent of San Mateo Coun- 
ty’s Community Hospital. Dr. Marks was head of 
Doctor’s Hospital in Tacoma until January 1. 


SANTA CLARA 


Dr. Mark Lewis Gerstle, Jr., a member of the Santa 
Clara Medical Association, who last year was dis- 
charged from the Navy with the rank of captain, is 
now established in the practice of psychiatry at 14 
East 80th Street, New York City. Dr. Gerstle has 
also been appointed liaison psychiatrist to Mt. Sinai 
Hospital, New York; visiting psychiatrist and neu- 
rologist to the New York Post Graduate Hospital 
and Medical School and assistant clinical professor 
of psychiatry and neurology at Columbia University. 


SOLANO 


The 250-bed Vallejo Community Hospital was 
taken over April 1 by Permanente Foundation from 
the Federal Works Agency. The hospital will be 
available to “all qualified physicians of the Vallejo 
area and their patients.” 


YUBA-SUTTER 


Dr. Harold R. Hennessy, executive officer for the 
committee on professional relations, Council on In- 
dustrial Health of American Medical Association, 
has been honored with the title of Chevalier de 
l’Ordere de la Sante Publique of France. Dr. Hen- 
nessy, who was formerly director of the Sutter-Yuba 
bi-counties health department, received the medal 
and scroll of the order for his public health work 
in France during the war. 


GENERAL NEWS 


The resignation of Dr. Olin West, Nashville, Tenn., 
as American Medical Association president-elect has 
been announced by the board of trustees of the 
A.M.A. Dr. West, who retired because of illness, will 
be succeeded by Dr. Edward L. Bortz, Philadelphia, 
A.M.A. vice-president. Dr. Bortz who will become 
president of the organization at its annual conven- 
tion at Atlantic City in June, has been associate pro- 
fessor of medicine at the University of Pennsylvania 
since 1932. During World War II he served in the 
Navy. 


Harofe Haivri (The Hebrew Medical Journal) 
which is dedicated to the continued growth of He- 
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brew medical literature, has concluded its 19th year 
of successful publication, under the editorship of 
Moses Einhorn, M.D., of New York. Volumes I and 
II, 1946, contain, besides a number of scientific ar- 
ticles, a contribution by the editor of the impressions 
of his recent flying trip to Palestine. It was for Dr. 
Einhorn a visit to his old home, and he writes in 
detail on the many important changes that have taken 
place since his last visit. 


The Committee on Fellowships and Awards of the 
American College of Physicians has awarded five ad- 
ditional Research Fellowships in Medicine for the 
year which begins July 1, 1947. Notifications of ap- 
pointment have been sent to the following physicians: 
Ward S. Fowler, M.D., Philadelphia, who will con- 
duct studies of the pathological physiology of certain 
primary disorders, under the supervision of Dr. Julius 
H. Comroe, Jr., F.A.C.P., at the Graduate School of 
Medicine of the University of Pennsylvania; Arnold 
Livingstone Johnson, M.D., C.M:, Montreal, Canada, 
who will continue his investigation of the hemody- 
namics of congenital heart disease in the Children’s 
Memorial Hospital and the Department of Physi- 
ology, McGill University, under the direction of Dr. 
Alton Goldbloom and Professor H. E. Hoff; Mary 
Ann Payne, M.D., New York, N. Y. Dr. Payne will 
undertake at the New York Hospital, where she 
presently holds appointment as Assistant Resident in 
Medicine, studies of hepato-renal factors in regard to 
shock and hypertension. Her supervisors will be Dr. 
David P. Barr, F.A:C.P., and Dr. Ephraim Shorr; 
Miriam Mellon Pennoyer, M.D., St. Louis. Dr. Pen- 
noyer will investigate adrenal function in newborn 
and premature infants at the St. Louis Children’s 
Hospital, under the direction of Professor A. F. 
Hartmann of the Washington University School of 
Medicine; Philip Franklin Wagley, M.D., Baltimore. 
Dr. Wagley proposes to study certain mechanisms 
of hemolysis. These studies will be conducted at the 
Boston City Hospital, with the supervision of Dr. 
William B. Castle, F.A.C.P., and Dr. George R. Mi- 
not, F.A.C.P. 


As a basic step in overcoming the acute shortage 
of registered nurses and other problems in the field, 
the National Nursing Council, representing 14 lead- 
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ing professional organizations, is undertaking an in- 
tensive study of the registered nurse’s real job and 
the changes in education that she requires for it. The 
study is being financed by a grant of approximately 
$28,000 from the Carnegie Corporation of New York. 


Recent announcement of plans to establish an eye 
bank at Stanford University Hospital, San Francisco, 
called attention to the growing impetus in the de- 
velopment of The Eye Bank for Sight Restoration, 
which was incorporated in New York only a little 
more than two years ago. A regional branch to serve 
the Middle West already has been set up in Chicago. 
Others are needed, according to Dr. Derrick Vail, 
writing in the American Journal of Ophthalmology. 
Dr. Vail’s article states the purposes of the organi- 
zation—the collection and preservation of healthy 
corneal tissue from human eyes for transplanting to 
blind persons who have lost their sight because of 
corneal defects; the training of young surgeons in 
the technique of this delicate operation; and the 
furtherance of research studies in this field. 


Announcement has been made of the formation 
and election of officers of the Los Angeles Society 
of Allergy, a section of the Los Angeles County 
Medical Association. Officers for the year 1947 are 
Dr. George Piness, president; Dr. Willard S. Small, 
vice-president; Dr. Frank C. Crandall, Jr., Secretary- 
Treasurer. There is a council of five members who, 
with the officers, constitute an executive council. 

Composed of active and associate members, the 
organization requires that all members, whether active 
or associate, be members in good standing of the 
Los Angeles County Medical Association. There is 
the further requirement that active members be cer- 
tified diplomats of one or more of the following: 
(a) The American Board of Internal Medicine—Sub- 
Specialty Allergy, (b) The American Board of Pedi- 
atrics—Sub-Specialty Allergy, (c) The American 
Board for the Certification of Allergists, or a Fellow 
or Member of the American Academy of Allergy, or 
a Fellow of the American College of Allergists. 

Plans are under way for a conference with execu- 
tives of the California Physicians’ Service and Vet- 
erans Administration at San Francisco in the near 
future to discuss and, if possible, secure approval of 
the proposed fee schedule for this State. 
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INFORMATION 


The National Society for Medical Research 


What it is ° 


The National Society for Medical Research was 
organized in 1946 by the medical colleges, research 
hospitals, and other institutions interested in re- 
search in biology, medicine, dentistry, pharmacy, 
and veterinary medicine for the purpose of develop- 
ing through organized effort a better public under- 
standing and appreciation of the principles and 
methods of scientific investigation. 


The Society came into being because, strange as 
it seems, the antivivisection cult was presenting a 
real and growing threat to continued progress in 
the biological sciences. The influence of the cult 
being possible only by virtue of public ignorance, 
the Society was established to advocate essentially 
complete and completely factual reporting of de- 
velopments in the biological sciences. 


Who its members and leaders are 


The National Society for Medical Research is an 
association of institutions and associations, includ- 
ing in its membership nearly every national scien- 
tific organization in the United States. All medical 
colleges are members as are also such institutions 
as the Rockefeller Institute, the Mayo Foundation, 
and the Mellon Institute. 


In addition to scientific organizations, several 
lay groups, such as the American Red Cross and 
the United States Junior Chamber of Commerce, 
are members. The Chamber of Commerce of the 
United States, by referendum vote of the member- 
ship, is a sponsor of the Society’s program. 


Officers of the Society are: Dr. A. J. Carlson, 
president, professor emeritus, University of Chi- 
cago; Dr. A. C. Ivy, secretary-treasurer, vice presi- 
dent in charge of Chicago Professional Colleges, 
University of Illinois. 


Directors are Dr. R. B. Allen, University of 
Washington; Dr. Alfred Blalock, Johns Hopkins; 
Dr. C. S. Burwell, Harvard University; Dr. E. J. 
Carey, Marquette University; Dr. L. R. Chandler, 
Stanford University; Dr. W. C. Davison, Duke 
University; Dr. R. E. Dyer, National Institute of 
Health; Dr. H. S. Gasser, Rockefeller Institute; 
Dr. E. W. Goodpasture, Vanderbilt University; 
Dr. J. G. Hardenbergh, American Veterinary Medi- 
cal Association; Dr. J. C. Hinsey, Cornell Univer- 
sity; Dr. Victor Johnson, American Medical Asso- 
ciation; Dr. C. D. Leake, University of Texas; Dr. 
E. M. MacEwen, University of Iowa; Dr. W. S. 
McEllroy, University of Pittsburgh; Dr. B. O. 
Raulston, University of Southern California; Dr. 
A. M. Schwitalla, St. Louis University; Dr. Isaac 
Starr, University of Pennsylvania; Dr. E. L. 
Turner, University of Washington; Dr. Floyd S. 
Winslow, Medical Society, State of New York. 


What it does 


The Society advocates among scientists an ac- 
ceptance of responsibility for public understanding 
in the various fields of knowledge. This cause is 
maintained upon the premise that those who have 
specific knowledge must teach it or accept the 
blame for general ignorance. 


The Society attempts to aid journalists, broad- 
casters, organization leaders, school teachers, and 
others who contribute to public education. The 
Society helps to obtain needed information and 
cooperation. 


Direct opposition to the dangerous antivivisec- 
tion cult is implemented by information gathered 
and released by the Society. In this connection it 
publishes a Bulletin. Sample items from the March 
issue: 


Wisconsin antivivisectionists have de- 
veloped a new tactic. They have intro- 
duced a bill into the state legislature spec- 
ifying that animals may be used for 
scientific experiments if not subjected to 
cruelty or torture. The apparent reason- 
ableness of this proposal disguises its real 
purpose, which is to provide a basis for 
constant legal involvement and embarrass- 
ment of medical institutions. Varying 
definitions of cruelty and torture would 
make possible an endless procession of 
court cases, which would be successful 
from the standpoint of the AV’s for their 
publicity and nuisance value even if every 
case were decided in favor of the medical 
institutions. 


A bill providing for state supervision of 
animal experimentation has been favorably 
reported out of committee in the New 
York State Legislature. The bill is mis- 
leadingly reasonable. The history of such 
legislation clearly shows that the principal 
effect is to provide a basis for countless 
hearings and investigations upon which 
antivivisection organizations depend for 
public attention and consequently for 
revenue. 


A pre-view of future antivivisection 
tactics was given in Chicago last week. 
Unable to maintain their ideological posi- 
tion after numerous public defeats, the 
antivivisectionists have been turning more 
and more to obstructionist tactics. The 
Chicago incident was the stopping of a 
truckload of dogs by an antivivisection 
leader armed with the authority of a hu- 
mane officer. He illegally searched the 
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truck and placed trumped-up charges. The 
case was summarily dismissed in court. 
Nevertheless, the AV’s had achieved their 
purpose. They had hobbled a research in- 
stitution with a nuisance and inconvenience. 


The Bulletin also carries from time to time a list 
of current pertinent articles appearing in news- 
papers and periodicals. 


How it is financed 


Financial support is obtained from medical col- 
leges, scientific societies and commercial concerns 
operating research laboratories. 


Headquarters 


Headquarters of the National Society for Medi- 
cal Research are at 25 East Washington Street, 
Chicago 2, Illinois. 


Coming Medical Meetings 


American Association of Genito-Urinary Surgeons, 
Absecon, N. J., June 4-6. Dr. Charles C. Higgins, 
2020 E. 94rd St., Cleveland 6, Secretary. 

American College of Allergists, Atlantic City, Hotel 
Senator, June 6-8. Dr. Fred W. Wittich, 401 
LaSalle Medical Bldg., Minneapolis 2, Secretary. 

American College of Chest Physicians, Atlantic 
City; June 5-8. Mr. Murray Kornfeld, 500 N. 
Dearborn St., Chicago 10, Executive Secretary. 

American College of Radiology, Atlantic City, June 
6-7. Mr. Mac F. Cahal, 20 N. Wacker Drive, Chi- 
cago 6, Executive Secretary. 

American Dermatological Association, Murray Bay, 
Quebec, Canada, June 1-5. Dr. Harry R. Foerster, 
208 E. Wisconsin Ave., Milwaukee, Wis., Secretary. 

American Geriatrics Society, Atlantic City, Hotel 
Brighton, June 5-7. Dr. Malford W. Thewlis, 25 
Mechanic St., Wakefield, R. I., Secretary. 

American Heart Association, Atlantic City, Hotel 
President, June 6-7. Dr. Howard B. Sprague, 50 
W. 50th St., New York, Secretary. 

American Medical Association, Atlantic City, June 
9-13. Dr. George F. Lull, 535 N. Dearborn St., 
Chicago 10, Secretary. 

American Medical Women’s Association, Atlantic 
City, June 7-8. Dr. Helen F. Schrack, 216 N. 
Fifth St., Camden, N. J., Secretary. 

American Ophthalmological Society, Hot Springs, 
Va., June 5-7. Dr. Walter S. Atkinson, 129 Clin- 
ton St., Watertown, N. Y., Secretary. 

American Proctologic Society, Atlantic City, June 
7-8. Dr. Harry E. Bacon, 2031 Locust St., Phila- 
delphia 3, Secretary. 

American Radium Society, Atlantic City, June 8. 
Dr. Hugh F. Hare, 605 Commonwealth Ave., 
Boston 15, Secretary. 

American Society for the Study of Sterility, At- 
lantic City, Hotel Shand, June 7-8. Dr. John O. 
Haman, 490 Post St., San Francisco 2, Secretary. 

American Society of Clinical Pathologists, Atlantic 
City, June 4-8. Dr. Alfred S. Giordano, 531 N. 
Main St., South Bend, Ind., Secretary. 
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American Therapeutic Society, Atlantic City, Chal- 
fonte Hotel, June 6-7. Dr. Oscar B. Hunter, 1835 
I St. N.W., Washington 6, D. C., Secretary. 


National Gastroenterological Association, Atlantic 
City, June 4-6. Dr. G. Randolph Manning, Room 
319, 1819 Broadway, New York, Secretary. 


Analbis Suppositories 
Reealled from Market 


California’s physicians are warned that analbis 
suppositories manufactured by the Specific Phar- 
maceuticals Inc., 331 Fourth Avenue, New York 
City, have been reported by the U. S. Food and 
Drug Administration to have been responsible for 
the deaths of approximately 14 children under six 
years of age. 


The suppositories contain a bismuth compound 
associated with organic radical diallyl acetate 
which is designated on the label as heptadienecar- 
boxylic acid in cocoa butter. Diallyl acetate has a 
direct effect upon the liver. 


Analbis suppositories are distributed in two sizes, 
adult and child’s. Directions supplied physicians, 
but separate from the package, stipulate that one- 
half the child’s size suppository is to be used for 
children under six years of age and that more than 
two suppositories should not be administered in 48 
hours. It is believed that the deaths are due to 
administration of these suppositories in amounts in 
excess of the directions. 


On February 11, 1947, the manufacturer began 
a voluntary recall campaign requesting that dealers 
return all stocks. Up to March 25 approximately 
one-half of the stocks distributed since September 
had been returned and it is believed that there are 
considerable stocks in the hands of retail druggists, 
hospitals and physicians. 


Any physician who may have analbis supposi- 
tories on hand is requested to return them to his 
druggist, wholesaler, or directly to Specific Phar- 
maceuticals Inc., 331 Fourth Avenue, New York 
City. 


Rule on Carrying Narcoties 
Aeross National Borders 


Under the provisions of the Narcotic Drugs Im- 
port and Export Act, it is unlawful for a physician 
to carry narcotic drugs in his medical bag back 
and forth between the United States and Mexico 
and between the United States and Canada. Nar- 
cotic drugs found in the possession of a physician 
upon returning to the United States are seized and 
forfeited. Because of lack of knowledge of the law 
many physicians are caused embarrassment and in- 
convenience when traveling between this country 
and Mexice or Canada. This information is pub- 
lished in order that physicians may be correctly 
informed with reference to this provision of the 
federal law. 
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Letters to the Editor... 


PREVENTION OF TISSUE ANOXIA 


A new method of preventing tissue anoxia is re- 
ported by Proger’ and his associates of Tufts Col- 
lege Medical School, Boston, Mass. The method is 
based on their observation that under conditions 
of inadequate (10 per cent) oxygen pressure in the 
inspired air the venous blood contains 4-6 volumes 
per cent of available oxygen. The accompanying 
tissue anoxia is-thus due largely to inadequate 
oxygen avidity of the fixed tissue cells. Theoreti- 
cally, the addition of respiratory enzymes to the 
fixed tissues might increase oxygen consumption. 


Early experiments? showed that intravenous, 
intraperitoneal or intramuscular injections of res- 
piratory catalysts improve tissue utilization of 
oxygen in living animals. More detailed experi- 
ments were afterwards undertaken on both man 
and laboratory animals, using the most important 
intra-cellular respiratory pigment, cytochrome C. 
This respiratory catalyst was selected because of its 
easy isolation from the beef heart, and its chemical 
stability which makes it clinically utilizable. Pre- 
liminary tests showed that in its purified condition, 
cytochrome C is non-toxic and apparently non- 
antigenic for both man and laboratory animals. 


Injected intravenously, in 350 mg. doses, cyto- 
chrome C is not excreted in human or canine. It 
is retained in effective concentration for at least 
five days where it is largely absorbed by the fixed 
tissue cells. In vitro tests show that it may increase 
oxygen consumption by the fixed tissues by as much 
as 100 per cent. 

Such an increase is clinically effective. In both 
man and dogs the effects on the electrocardiogram 
produced by moderately severe anoxia (10 per cent 
oxygen) can be regularly prevented by previous 
intravenous injection of this catalyst. Patients who 
experienced subjective distress with this degree of 
anoxia were free from distress when they had been 


previously injected with this pigment.. Cytochrome 
C has a moderately beneficial effect in angina pec- 
toris but no immediate effect in acute myocardial 
infarction. This latter may be due to the fact that 
the total occlusion of the blood vessels makes it 
impossible for cytochrome C to reach the infarcted 
tissue. 

Studies of certain cerebral functions have dem- 
onstrated that cytochrome C is effective in prevent- 
ing many of the consequences of partial anoxia of 
the brain. The electro-encephalographic changes 
produced by 10 per cent oxygen can be largely pre- 
vented. The impairment of visual discrimination 
can be entirely overcome within about five minutes. 
Such complex cerebrai functions as code trans- 
literation can be strikingly influenced. The fatal 
irreversible state which usually follows severe 
hemorrhagic shock in dogs can be prevented when 
large doses of cytochrome C are injected a few 
hours after the hemorrhage. 

From these and other experimental and clinical 
observations, Proger concludes that it is desirable 
to explore the possible clinical usefulness of cyto- 
chrome C in such conditions as Raynaud’s disease, 
pulmonary emphysema, certain cerebral dysfunc- 
tions, and in various degenerative diseases asso- 
ciated with arteriosclerosis. A more detailed report 
of current clinical evidence is promised for the 
near future.° 
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BOOK REVIEWS 


TEXTBOOK OF MEDICAL TREATMENT. By various 
authors. Edited by D. M. Dunlop, B.A. (Oxon.), M.D., 
F.R.C.P. (Edin.), M.R.C.P. (Lond.); L. S. P. Davidson, 
B.A. (Camb.), M.D., F.R.C.P. (Edin.), F.R.C.P. (Lond.); 
J. W. McNee, D.8.0., D.Sc. M.D. (Glas.), F.R.C.P. 
(Edin,), F.R.C.P. (Lond.). Fourth Edition. 1946. The Wil- 
liams and Wilkins Company, Baltimore. Price $8.00. 


In a consideration of therapy of disease, it is 
axiomatic that both the disease process and the pa- 
tient affected should be considered. This textbook 
of medical treatment by 30 British authorities is 
particularly thorough in exploring the latter, the 
management of the patient physically and mentally 
relative to his illness. As this aspect of therapeutics 
has been much neglected in our American texts on 
treatment, the British book would seem valuable to 
complement the American and to make up this 
deficit. Noteworthy consideration of general man- 
agement of the patient is found in the sections on 
asthma, peptic ulcer, chronic rheumatic disease and 
heart disease. A careful evaluation of the position 
of psychiatry in general medicine is included. 

Consideration of specific treatment suffers from 
the same disadvantage as in all major works on 
therapy, which can hardly be up to date when pub- 
lished in our present period of rapid advance. It is 
nevertheless distressing to find no mention of strep- 
tomycin, of folic acid therapy, of BAL in arsenic 
poisoning, of radio-active phosphorus in _ polycy- 
themia vera and penicillin in treatment of agran- 
ulocytosis and Vincent’s infection, to mention a few. 

Typical British resistance to change is noted in 
continued advocation of purges in a variety of con- 
ditions and of such old remedies as cantharides 
blisters. In the section on cardiology are several 
recommendations which run contrary to experience 
in this country: e.g. the routine use of tincture of 
digitalis rather than more stable preparations, the 
intravenous administration of mecholyl, and the 
exhibition of quinidine in fixed dosage for days in 
auricular fibrillation in spite of lack of conversion 
to normal rhythm. 

The book may be recommended, and chiefly for 
its well balanced attack on disease from all thera- 
peutic aspects and for its elegant and most read- 
able style throughout. 


* * * 


THE MANAGEMENT OF TUBERCULOSIS IN GEN- 
ERAL HOSPITALS. By the Council on Professional 
Practice of the American Hospital Association. Paper 
edition 50 cents. Cloth $1.00. Available through the Amer- 
ican Hospital Association, 18 East Division Street, Chi- 
cago 10, Mlinois. 


This little booklet should be widely read by all 
those interested in hospital management. It is an 
attempt to present the latest knowledge and meth- 
ods of the tuberculosis problem as it occurs in 
general hospitals. Unfortunately, there has been a 
tendency in recent years to eliminate the tubercu- 
lous patient or ex-patient from general hospitals on 
the ground that he serves as a source of infection 
to hospital personnel and other patients. Yet, the 
increasing tendency for phthisiologists is to use 


collapse procedures which require hospitalization 
in general hospitals for a longer or shorter period. 
A factor which has made the problem more acute 
is the tendency to take routine x-ray films on all 
hospital admissions which brings to attention both 
active and healed tuberculosis. Occasionally the 
patients are ordered to leave at once. Cases have 
been reported to the reviewer of patients who have 
been given 24 hours to leave the hospitals on the 
basis of a positive x-ray diagnosis without an at- 
tempt being made to determine the presence or ab- 
sence of positive sputum and the like. 

The booklet under review points out how anti- 
quated and impractical is such an attitude on the 
part of any hospital administration. It points out 
how tuberculosis patients may be admitted to gen- 
eral hospitals in such manner that hospital em- 
ployees and other patients may be safeguarded 
from infection. Under Chapter 4, entitled “An In- 
clusive Outline for a General Hospital Control Pro- 
gram,” the technique of isolation is described in 
detail. Certainly it should be realized by all con- 
cerned that tuberculous patients or ex-patients suf- 
fer ills to which flesh is heir, that they require sur- 
gical operations as often as anyone else and that 
they must be adequately provided for. The prob- 
lem is urgent, the remedy is simple. It is to be 
hoped that the recommendations in this booklet 
will be widely applied by the majority of general 
hospitals. 


x * * 


INTRACRANIAL COMPLICATION OF EAR, NOSE 
AND THROAT INFECTIONS. By Hans Brunner, .M.D., 
Associate Professor of Otolaryngology, University. of 
Illinois College of Medicine, Chicago. Pp. 444. The Year 
Book Publishers, Inc., 304 South Dearborn Street, Chi- 
cago. 1946. Price $6.75. 


This book, as the title implies, is one which was 
written ‘primarily for the specialist in otorhino- 
laryngology. It could possibly interest the neurolo- 
gist or neurosurgeon only if he were concerned 
with the otolaryngologist’s point of view. It is defi- 
nitely not a treatise that would intrigue the general 
practitioner. F 

The book is divided into two sections. Section 
I includes the anatomy and physiology of the dura 
mater, the sinuses of the dura mater, the pia arach- 
noid, the intermeningeal spaces, the cerebrospinal 
fluid and the anatomic relationship between nasal 
and paranasal cavities and the brain. 

Section II, clinical aspects, deals with inflamma- 
tory diseases of (1) the dura mater, (2) the dural 
sinuses (3) the leptomeninges, brain abscess and 
encephalitis. 

The anatomy of the meninges and the sinuses of 
the dura mater with their important relations to 
the temporal bone, and to the nasal accessory si- 
nuses and the nose is given in great detail and is 
probably the most valuable part of the book. 

Of the congenital anomalies, the important naso- 
cephaloceles are described. Nothing is mentioned, 
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however, of pneumoencephaloceles with nasal or 
sinus fistulas, many of which were seen following 
gunshot wounds during the war. This omission by 
the author was undoubtedly intentional since his 
title indicates intracranial complications of infec- 
tions. However, inclusion of the traumatic compli- 
cations could have made an instructive chapter. 


In his discussion of a particular intracranial 
structure (e.g., inflammatory diseases of the dura 
mater), the author goes into considerable detail to 
outline the variations in pathology with otogenous 
and rhinogenous infections, the symptomatology, 
the prognosis and the treatment. 


The difficult problems of petrositis and osteomye- 
litis of the frontal bone are given good coverage, 
but some of the methods of treatment proposed 
within the last two decades have been excluded. 
It is natural that the author stresses the methods 
he prefers, but there may be some readers who 
would like to know the reasons for eliminating 
some procedures in favor of others. 


Those particularly interested in the problems of 
phlebitis and thrombophlebitis of the various dural 
sinuses will find this subject, including many diag- 
nostic tests, reviewed in detail. 


A conscientious effort has been made by the 
author to be helpful.in the diagnosis of otogenous 
and rhinogenous brain abscess. It is to his credit 
that he has emphasized the value (often over- 
looked) of early examination of the visual fields 
in suspected temporal lobe abscess and of the 
aphasias, especially nominal, in suspected left tem- 
poral lobe abscess. 


The volume is well printed on good paper. There 
are many excellent illustrations, but there are also 
a number that are not readily followed. 


The work, on the whole, has definite value, and, 
as a reference book for the otolaryngologist, can 
be recommended. 


* * * 


CHILD AND ADOLESCENT LIFE IN HEALTH AND 
DISEASE. By W. S. Craig, B.Sc. (Glas.), M.D. (Ed.), 
F.R.C.P.E., F.R.S.E. With a Foreword by Professor 
Charles McNeil, M.A., M.D., F.R.C.P., F.R.C.P.E., 
F.R.S.E. The Williams and Wilkins Company, Baltimore. 
1946. Price $7.00. 


This title does not convey the rich contents of 
the book for this is the story of the development of 
child care and training and welfare work in Eng- 
land. It is of necessity brief since a complete his- 
tory of this subject could not be given in 500 to 
600 pages. The items covered, however, are por- 
trayed in such an interesting manner and so many 
highlights touched upon that in its own sphere it is 
as satisfactory a picture as is a legitimate play 
wrought of a complete novel. 


In the preface the author states, “Study of the 
past reveals how at first the community: was less 
concerned with affording children protection than 
with safeguarding itself from the excesses of va- 
grant and homeless youth.” The book then de- 
scribes the advancement by kegislation, medical 
education, public and private education, and wel- 
fare agencies of the growth and development of 
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the modern concept of the care of the child phys- 
ically, emotionally and mentally in health and dis- 
ease. The book is illustrated by copies of early 
prints, pictures and paintings, illustrations and 
photostatic copies of early pediatric texts. Part 4 
gives a list of legislation relating to child and ado- 
lescent welfare. This alone covers some 100 pages. 
The appendix. lists hospitals and institutions by 
size and age of children cared for and finally there 
is a chronological list of some of the outstanding 
events and periods, showing the growth of social 
pediatrics. 


The book is not only fascinating reading but it 
gives extremely valuable information. It should be 
especially inspiring to pediatricians who at this 
time are nearing the completion of the first part of 
the Study of Child Health Services in United 
States. Dr. Craig, using a different method, namely 
that of an entire book, has attempted to bring up 
to date the Child Health Services in England. 
Again quoting from his book, “Success in this will 
be achieved only if sectional interests are discarded 
and if all who are in any way concerned with child 
life and health pool their experience and endeavor. 
. . . The present day picture of the provisions for 
the care of child life and health can be compared 
to an unfinished jig-saw puzzle. Each piece of the 
puzzle has its own historical background. Many 
have been pieced together to form a recognizable 
part of the picture. The puzzle has not, however, 
been completed. Isolated pieces remain to be prop- 
erly placed. Others have been dubiously inserted. 
Some are missing.” 


The renewed interests in child health and devel- 
opment both in England and United States un- 
doubtedly stem from the same deep feeling in both 
countries that the improvement, if not the survival 
of the human race depends upon the attention 
given to the rearing of our children. A similar his- 
torical survey of the development of pediatrics and 
legislation regarding health of children, as well as 
the many private institutions that have aided in 
child welfare in this country, could serve as an ex- 
cellent background for the Study of Child Health 
Services now in progress in the United States. 


* * * 


HYPOMETABOLISM. By Esben Kirk, M.D., Chief 
Physician, Medical Department, Holstedbro District Hos- 
pital, Holstedbro, Denmark, and Sven Ancher Kvorning, 
M.D., Assistant, Pharmacological Department, University 
of Copenhagen; Former Resident Physician, Medical De- 
partment, Holstedbro District Hospital, Holstedbro, Den- 
mark. 1946. Einar Munksgaard, Publisher, Copenhagen, 
Denmark. Price: Dan. Cr. 7.25. 


This eighty-three page monograph is a detailed 
study of three hundred and eight cases admitted to 
a District Hospital in Jutland (Denmark), all 
having a basal metabolic rate of minus 12 or below. 
A group of 190 patients with normal metabolic 
rates was studied as a control. The authors have 
classified their material under five headings (and 
16 sub-headings) into: (1) Genuine Myxedema, 
(2) Reduced Activity, (3) Undernutrition, (4) 
Hypogonadism, and (5) Undetermined. 


The presence, or absence, of some 26 signs and 
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symptoms in the patients studied and the normal 
controls is shown in considerable detail in 27 ta- 
bles. The objective and subjective effect of thyroid 
administration is reported, and as expected, it was 
found to be most effective in the group of “Genu- 
ine Myxedema.” The authors report that 11 of their 
cases which showed “hypometabolism” had been 
treated from 10 to 35 years previously for Graves’ 
Disease. 

This is a meticulous but, to this reviewer at least, 
it seems a sterile piece of clinical research. It is a 
laborious compilation of the symptoms in a group 
of patients who have in common a low metabolic 
rate. It contributes nothing new to our knowledge 
in that the only conclusion drawn is that a low 
metabolic rate does not always indicate hypo- 
thyroidism and therefore all such patients are not 


subjects for thyroid administration. 
* * * 


A GUIDE FOR THE TUBERCULOUS PATIENT. By 
G. S. Erwin, M.D., Medical Superintendent, Liverpool 
Sanatorium, Frodsham, Cheshire, and Henry C. Sweany, 
M.D., Medical Director of Research, Municipal Tubercu- 
losis Sanatorium, Chicago. Grune & Stratton, New York. 
1946. Price $1.50. 


The need of the patient with tuberculosis for 
education in regard to the things he must do in 
order to get well and, not less important, to stay 
well, is universally recognized. Neither the doctor 
nor the nurse can take the time to do this verbally 
in all its phases. Early in the century a number of 
books written for the patient were published, that 
of Lawrason Brown having had the greatest popu- 
larity. It was brief and authoritative. A number of 
excellent texts have been written since. In some 
cases their success has been limited because of 
their bulk and because they too often went into 
detail about the possible complications. The result 
on the patient was somewhat similar to the legen- 
dary medical student who suffered in turn from 
most of the diseases as he studied them. 

This little book combines in an unusual degree 
brevity and good sense. It also conforms to two 
essential requirements: it is written in a manner 
which will not arouse the patient’s apprehensions 
about possible complications, and it presents an 
optimistic view without departing from scientific 
accuracy. 

There are a few English colloquialisms which 
have not been corrected in the editing. For exam- 
ple, the term “screening” to denote fluoroscopy has 
long since fallen into disuse in this country, and 
has recently come to be used in an entirely differ- 
ent sense in connection with mass surveys. 


As rest is still the basic factor in all our treat- 
ment, it is to be regretted that more space has not 
been devoted to a consideration of what is in- 
volved. The term is a simple one, but in practice its 
application becomes extremely complicated. It can- 
not be assumed that the patient will have con- 
stantly in mind the many modifications and de- 
grees of rest before he leaves the sanatorium. Many 
patients cannot have the benefit of prolonged, or 
any, sanatorium training, and in any event instruc- 
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tion of their families is of great importance during 
the period of convalescence after their return home. 


In the light of our present knowledge, one may 
question the dogmatic statement that “scientific re- 
search has shown that patients are in no way bene- 
fited in their ability to fight the infection by bring- 
ing the amount of vitamin C (in the blood) up to 
the level of normal health.” 

The dictum that the patient must always cough 
into his hand or handkerchief will be viewed with 
emphatic disfavor in this country, where patients 
are instructed to use only tissues (toilet tissues are 
quite satisfactory) for this purpose, and the use of 
the handkerchief or bare hand is considered highly 
dangerous. 


Covering the dishes with boiling water for a few 
minutes would appear to be very inadequate for 
sterilization. 


The wisdom of quoting the disappointing figures 
of only 60 per cent of discharged patients being 
alive five years after leaving the sanatorium, and 
50 per cent of the patients never being fit for full 
competitive work in industry, is open to question, 
as is also their accuracy under present day treat- 
ment. 


Despite these faults this is a very excellent hand- 
book for the patient and his family, and is to be 
highly recommended. It is to be hoped that the 
publishers will shortly issue it in a more durable 
binding. 


* * * 


UTERINE CONTRACTILITY IN PREGNANCY. By 
Douglas P. Murphy, M.D., F.A.C.S., Assistant Professor 
of Obstetrics and Gynecology, and Research Associate in 
the Gynecean Hospital Institute of Gynecologic Research, 
University of Pennsylvania. J. B. Lippincott Company, 
Philadelphia, 1947. Price $5.00. 


The author has presented the first complete sci- 
entific study of uterine contractions in pregnancy 
and labor under normal and experimental condi- 
tions. Many clinical observations have been con- 
firmed. Based on 3,154 records of uterine contrac- 
tions with the tocograph, the evidence has been 
divided into six sections, the last being an excellent 
discussion and summary. 


The instrument used was first described by Lo- 
rand in 1933. It consists of a set of levers enclosed 
in a metal box only slightly larger than a deck of 
playing cards. The tocograph is held in place over 
the abdomen by an electric cord, with the patient 
lying on her back. The impulse is carried to a 
linear graphic record which records the oscillations 
on the kymograph. This method has the advantage 
of simplicity and the making of a permanent rec- 
ord, There is no danger of infection as with the 
intrauterine methods, and the possibility of a false 
stimulation as in the use of a balloon has also been 
eliminated. There is no discomfort to the patient. 
The instrument does not record maternal respira- 
tory movements or pulsations of the aorta. Vaginal 
and rectal examination and catheterization, as well 
as lateral movement of the patient, does not affect 
the graph. Laughing, coughing, sneezing and move- 
ments of the body as a whole naturally cannot be 
eliminated. 
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The tocograph measures primarily the hardness 
of the uterus. As the uterus contracts the writing 
lever records a curve and in spite of thick abdomi- 
nal walls, there is no appreciable error in the re- 
cording of the motility of the uterus or the fetus. 

Fetal movements, as shown by this instrument, 
are of two types: those of the trunk and those of 
the extremities. The earliest that these movements 
have been demonstrated has been the 130th day of 
gestation. Of practical significance is the fact that 
failure to record movement of the fetus for 90 min- 
utes, once it has been observed, is quite definite 
evidence of fetal death. 

There are three periods of uterine activity in 
pregnancy as follows. 

1. The quiescent period (the first 20 weeks of 
gestation). 

2. The non-rhythmic period, from the 21st to 
the 38th. week inclusive. 

3. The rhythmic period, the 39th and 40th weeks. 

During the first period activity is infrequent and 
weak. In the second period there is a great increase 
as to the time of occurrence, strength and dura- 
tion, but the irregularity of contractions is most 
predominate feature. The third period is one of 
rhythmic activity. Contraction patterns of indi- 
vidual patients vary greatly, but they also are char- 
acteristic of the individual. While contractions be- 
come evident at the 21st week with the exception 
of the 37th and 38th weeks, they increase as the 
pregnancy advances. At the 32nd and 39th week 
there is a very marked increase in their strength. 

Murphy’s observation on posterior pituitary so- 
lution, estrogenic substance and morphine tend to 
bear out the clinical observations which have 
usually been recorded. 

With the use of pituitary solution, the normal 
contractions are exaggerated and the amount of the 
drug which causes a clonic state and that which 
causes a tetonic contraction is very small. In the 
presence of increased tone the action is more force- 
ful and also more apt to produce too strong and 
prolonged contractions. The dosage for stimulation 
of uterine contraction is 1 minim or less. 

Extrogenic substances may produce increased 
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motility, but the reaction is extremely variable. 
Morphine seems to diminish the frequency of con- 
traction and gives the muscle a chance to rest 
which bears out the practical application of its use 
in prolonged labor. 

Observations on inertia in labor, as well as dis- 
proportion, are facts which now are backed by a 
rather extensive observation of the behavior of the 
uterus in the last months of pregnancy and in labor. 


This book has correlated a great amount of in- 
formation in a very concise manner, and for the 
obstetrician who is interested in the relationship of 
uterine contractions to various conditions occur- 
ring in pregnancy and labor, a ready reference is 
now available. The use of various analgesias as 
they affect labor was not discussed, but undoubt- 
edly this would be a valuable addition to the in- 
formation obtained by the tocograph. 


* * * 


OFFICE ENDOCRINOLOGY. By Robert B. Greenblatt, 
B.A., M.D., C.M., Professor of Endocrinology, University 
of Georgia School of Medicine; Director, Endocrine 
Clinic, University Hospital, Augusta, Georgia. With a 
foreward by G. Lombard Kelly, M.D., Dean, University 
of Georgia School of Medicine. Third Edition. Charles C. 
Thomas, Publisher, Springfield, Illinois. Price $4.75. 


The Third Edition of this growing book covers 
the entire field of office endocrinology with the ex- 
ception of Diabetes Mellitus and does it clearly, 
simply and concisely in 46 short chapters and 280 
pages. The print is large and can be read rapidly. 
Hormone physiology is simply and briefly but ade- 
quately described, thus presenting a rationale for 
endocrine treatment based on experimental physi- 
ology when one exists. 


The vast field of empiricism in endocrinology is 
also thoroughly treated and so labeled. Treatment 
recommendations are definite as to dosage and 
schedule. This is an interesting and useful book 
which is certain to provide its readers with some 
new ideas in endocrinology. It covers the entire 
field, from acne to sterility. It is .well illustrated. 
Diagnostic and treatment techniques are well de- 
scribed. It is to be commended: particularly for its 
simplicity and brevity and yet completeness. 
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MEDICAL JURISPRUDENCE 


APPLICATION OF STATUTE OF LIMITATIONS 
IN A MALPRACTICE ACTION 


Peart, Baraty & Hassarp, San Francisco 


A recent California case may be of interest to the 
medical profession because of the fact that the 
court discussed the extent to which a doctor must 
make full and fair disclosure to his patient of 
facts affecting a patient’s physical condition. In 77 
A.C.A.—885 (Jan. 27, 1947), the California Dis- 
trict Court of Appeal had to determine whether or 
not a plaintiff patient had stated facts sufficient to 
constitute a cause of action against the defendant, 
Dr. M. It should be noted at the outset that the 
District Court of Appeal did not have before it the 
question of whether or not the doctor had been 
guilty of malpractice, but only the question of 
whether or not the plaintiff had alleged facts in his 
complaint sufficient to permit a trial by the Superior 
Court on the ultimate question of liability. In this 
case the District Court of Appeal had to construe 
Section 340, Subdivision 3, of the California Code 
of Civil Procedure which provides for a one year 
period of limitation for the commencement of an 
action for injury by the negligence of another. In 
his complaint plaintiff alleged the following facts 
as giving rise to the case: On August 6, 1941, 
plaintiff went to the defendant physician and re- 
quested him to remove a steel sliver from plain- 
tiff’s arm, and to treat the resulting wound. In the 
course thereof, x-ray equipment was used, and 
plaintiff alleged that as a result thereof plaintiff's 
arm was burned and injured and a cancerous 
growth started to form in the tissues thereof. Plain- 
tiff alleged further that Dr. M., the defendant phy- 
sician, told the plaintiff that there had been too 
much heat applied to the arm, but that there was 
nothing wrong with it and not to worry. In his 
complaint plaintiff further alleged that for a period 
of approximately one month Dr. M. continued to 
treat the plaintiff's arm, but still did not disclose 
to the plaintiff the true condition of his arm. Plain- 
tiff patient then alleged in his pleading that he con- 
tinued to go to Dr. M. until November, 1943. 
Thereafter, plaintiff sought and secured medical 
attention and treatment from other physicians and 
surgeons, who, he alleged, informed him that the 
failure of the arm to heal was caused by the can- 
cerous growth which had formed in the tissue, and 
not hy the steel sliver. 

As a defense to the action the defendant physi- 


cian pleaded that the action was barred by the 
statute of limitations in that the plaintiff first re- 
ceived treatment on August 6, 1941, and did not 
bring an action until more than one year after that 
date had passed. The court ruled against this de- 
fense on the facts alleged and held that the plain- 
tiff’s cause of action did not accrue until Novem- 
ber of 1943, the time when plaintiff’s treatments 
by the defendant ceased. The appellate court stated 
in its opinion that in this case the true opinion of 
plaintiff's arm had allegedly been concealed from 
him by fraudulent acts and statements of the de- 
fendant physician, and, therefore, plaintiff’s cause 
of action did not arise until plaintiff became aware 
of the fraud. Because of the relationship between 
the parties, as physician and patient: “it was the 
duty of the physician to make a full and fair dis- 
closure to the plaintiff of all facts which materially 
affected his rights and interests.” The court said 
that, “defendant having failed to discharge his duty 
of making full and fair disclosure in addition to 
having made false and misleading representations 
which at most amounted to a partial disclosure, he 
will not be heard to say that plaintiff was negligent 
in relying on the assumption that, had there been 
anything further to disclose in connection with the 
nature or extent of the injury, he would have dis- 
closed it.” The Court held that where there is a 
duty to disclose, “the disclosure must be full and 
complete, and any material concealment or mis- 
representation will amount to fraud sufficient to 
entitle the party injured thereby to an action.” In 
conclusion the Court stated that, “by conduct 
which has the effect of preventing the injured party 
from consulting other physicians and thereby be- 
coming aware of the true facts, the defendant has 
for all practical purposes hindered him from bring- 
ing an action until the period of limitations has 
expired.” The court held, therefore, that on the 
facts alleged the action was timely after discovery 
of the alleged fraud and that the trial court erred 
in sustaining the demurrer to the fifth amended 
complaint. As a result of this ruling the case was 
sent back to the Superior Court where the ques- 
tions of negligence and whether the physician did 
or did not make a full and complete disclosure will 
be at issue. 





